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ABSTRACT
Ollila, Debra Sue. Non-Psychiatric Registered Nurses’ Perceptions of Caring for Persons with
Mental Illness in a Non-Psychiatric Healthcare Setting. Published Doctor of Philosophy
dissertation, University of Northern Colorado, 2021.

Patients with mental illness receive care in acute medical facilities for medical and acute
psychiatric problems. Non-psychiatric nurses are responsible for the care of patients with mental
illness regardless of their training in psychiatric nursing skills. The purpose of this study was to
inform the nursing profession and nursing education of the needs of non-psychiatric nurses in
caring for patients with mental illness. This study also sought to discover non-psychiatric nurses’
experiences during the COVID-19 pandemic. This research study used qualitative descriptive
phenomenology to explore the research phenomenon. Eight participants were interviewed
virtually using a semi-structured interview guide with interview prompts to explore participants’
lived experiences. Data analysis was accomplished using Colaizzi’s (1978) seven-step analysis
method. Findings from the first research question revealed five themes with an overarching
theme of barriers to caring for patients with mental illness. A significant barrier in caring for
patients with mental illness was the lack of mental health resources. In some cases, patients were
housed in the emergency department for extended periods of time as the staff searched for a
psychiatric facility that would accept the patient. Nurses and nursing leaders need to take an
active role in educating legislators and policymakers on the need for improved funding for
psychiatric services and the significant issue resulting from using the emergency department as
an entry point for mental health treatment. This study added to the literature on evidence-based
strategies to inform the nursing profession and nursing education in nursing care for patients with
iii

mental illness. Findings from this study indicated multiple strategies that support non-psychiatric
nurses in caring for this population. This study also explored the stressors and perceived
preparation of non-psychiatric nurses working during the COVID-19 pandemic. The study
findings indicated a nurse’s responsibility to enforce visitation restrictions during the pandemic,
even for patients who did not have COVID-19, was a major stressor, potentially resulting in
moral distress for the nurses caring for patients during the pandemic. Also consistent with the
literature on nurses caring for patients during the COVID-19 pandemic was the concern for the
short- and long-term effects of psychological stress, anxiety, burnout, exhaustion, and
depression.
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CHAPTER I
INTRODUCTION
Nurses are essential to the provision of safe nursing care regardless of the setting or the
individual’s physical or mental health problems. Since nurses provide care for those with cooccurring physical and mental health problems in all health care settings, it is essential that nonpsychiatric registered nurses have what they need to provide safe, informed, high quality nursing
care. Non-psychiatric nurses struggle in caring for persons with mental illness without the
specialized training in de-escalation, communication skills, suicide prevention, and strategies to
address potential violence and aggression, all of which is standard for psychiatric nurses who
work in psychiatric facilities (Adams, 2015; Harwood, 2017). For non-psychiatric nurses
responsible for maintaining a safe environment for those with mental illness, it can be
challenging and stressful to provide safe care while maintaining the least restrictive environment
(Adams, 2015; Harwood, 2017).
There is a shortage of literature on what non-psychiatric registered nurses need to provide
care for persons with mental illness in a non-psychiatric health care setting. According to many
sources, physical aggression and patient violence is increasing in general hospital settings, in
emergency departments, on medical units, and on psychiatric units (Adams, 2015; Harwood,
2017; Kerrison & Chapman, 2007). Although specific psychiatric nursing knowledge and skills
are important for nurses working in psychiatric mental health settings, a gap in the literature was
found to exist regarding the lived experiences of non-psychiatric nurses caring for persons with
mental illness in non-psychiatric healthcare settings (Kerrison & Chapman, 2007). Discovering
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what non-psychiatric nurses need to provide care for those with mental illness was imperative to
improve the safety and effectiveness of care for persons with mental illness. Limited qualitative
studies were found identifying the perceptions of non-psychiatric nurses caring for persons with
mental illness and only a few studies were found originating in the United States. Further
research is needed to determine what nurses in the United States need to improve nursing
practice and curriculum on providing care for persons with mental illness. It was also imperative
that all nurses have the knowledge and training in lesser restrictive methods of de-escalation and
therapeutic communication when working with individuals who are in distress or pose a danger
to self or others. Regardless of the healthcare setting, nurses need to be able to facilitate
improving healthcare outcomes for those with mental illness.
The World Health Organization (2013) defined mental health as “a state of well-being in
which the individual realizes his or her own abilities, can cope with the normal stresses of life,
can work productively and fruitfully, and is able to contribute to their community” (p. 2). Many
national and international studies have concluded that psychiatric nurses identified workplace
issues of stress, patient violence, assault, lack of support, stigma, and poor job satisfaction as
barriers in working in psychiatric nursing and some studies indicated nurses identified these
issues as reasons for leaving the nursing profession (Adams, 2015). In the United States, nonpsychiatric nurses have identified concerns for their competency in implementing crisis
communication skills and de-escalation interventions with persons with mental illness (Rutledge
et al., 2013). Non-psychiatric nurses worldwide identified negative attitudes, fear, and even
hostility toward patients with mental illness, often identifying that patients with mental illness
were more unpredictable, violent, and frightening than patients who did not have a mental illness
(Ross & Goldner, 2009). Non-psychiatric nurses caring for patients often identified a lack of
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confidence, competency, and skills needed to safely care for those with mental illness (Rutledge
et al., 2013). The American Psychiatric Nurses Association (APNA, 2015) supported preparation
of new nurses and non-psychiatric nurses transitioning into psychiatric settings, although nurses
working in non-psychiatric health care settings might also need additional support in providing
care for those with mental illness. Future benefits of this study might inform nursing education
on strategies to support non-psychiatric nurses in providing safe, high quality care for those with
mental illness.
Background
Deinstitutionalization in the United States resulted in a dramatic increase in the
population of persons with mental illness receiving care for both medical and psychiatric
illnesses in non-psychiatric health care settings (Hanrahan et al., 2010). Since the shift in the
1960s from housing those with mental illness in state mental institutions to living in the
community setting, nurses working in acute care settings often encountered patients with mental
illness and co-occurring physical health problems. Nurses are essential in providing high-quality
care and improved patient outcomes, although non-psychiatric nurses might not feel confident in
providing safe care for patients with mental health problems (Kerrison & Chapman, 2007; Reed
& Fitzgerald, 2005; Rutledge et al., 2013). Individuals with mental illness suffer significantly
poorer physical health status, poorer health outcomes, and a decreased quality of life compared
to those without mental illness (Blythe & White, 2012). According to the APNA (2015), it is
critical that individuals with mental illness receive care for their physical as well as psychiatric
illnesses and that nurses have the support they need to safely provide care for this population.
Psychiatric nurses identified that caring for persons with mental illness could be challenging and
stress-provoking, and violence in healthcare settings has been a concern for nurses working in
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this specialty (Privitera et al., 2005). Psychiatric nurses reported that working in stressful patient
care environments contributed to stress and burnout. Studies identified that a supportive work
environment and increased staffing in psychiatric facilities were associated with decreased levels
of psychiatric nurse burnout (Hanrahan et al., 2010).
Psychiatric nurses possess enhanced skills in communication, de-escalation, providing a
safe environment, and in recognizing prodromal signs and symptoms of emotional or behavioral
crisis in order to intervene early to prevent injury or serious harm (Kerrison & Chapman, 2007).
The literature indicated many non-psychiatric nurses working in non-psychiatric healthcare
settings did not feel confident in their skills and training in order to provide safe care for persons
with mental illness (Kerrison & Chapman, 2007). Ineffective communication skills and a lack of
expertise in working with patients exhibiting anxiety, psychosis, emotional lability, mania, or
aggression during a psychiatric or behavioral crisis might result in the potential for more
restrictive treatment, a delay in effective treatment, a decrease in quality of care, and potential
poorer health outcomes for persons with mental illness (Kerrison & Chapman, 2007).
Definitions
For this research, it was important to define the terms non-psychiatric nurse and
psychiatric nurse in order to identify the level of education and training each nurse has. Nurses are
prepared at the associate or baccalaureate level with a general nursing education program that
includes basic education in psychiatric nursing (Adams, 2015; Hanrahan & Gerolamo, 2004).
Psychiatric nurses and non-psychiatric nurses earn the same licensure to practice nursing in the
state where they work. What distinguishes the two are the focus of specialty training, which is
directly related to psychiatric mental health nursing practice after licensure, and the focus on
skills and competencies psychiatric nurses are held accountable for in their nursing specialty.
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According to the Scope and Standards of Practice for Psychiatric Mental Health Nursing
(American Nurses Association, American Psychiatric Nurses Association, and International
Society of Psychiatric-Mental Health Nurses, 2014), psychiatric nursing is “the practice specialty
committed to promoting mental health through the assessment, diagnosis, and treatment of
behavioral problems, mental disorders, and comorbid conditions across the lifespan” (p. 19).
Psychiatric nurses have additional education and training beyond their nursing program, focusing
on specialty skills in caring for those with mental illness.
Choosing to work in a psychiatric setting caring for patients with mental illness requires
that nurses receive continuing education either at the workplace or on their own. A registered
nurse might choose to focus in many nursing specialties, and psychiatric nursing represents one of
these. Examples of additional specialized psychiatric nursing education and training beyond the
general nursing educational program are a specific focus on suicide assessment and prevention,
therapeutic communication, therapeutic boundaries, anger management, de-escalation techniques,
providing a safe environment, behavioral management, seclusion and restraint, psychotropic
medication management, substance abuse, withdrawal and addiction, abuse and neglect
(Hanrahan & Gerolamo, 2004).
Statement of the Problem
Few qualitative studies were found originating in the United States on the lived
experience of non-psychiatric nurses caring for persons with mental illness in non-psychiatric
healthcare settings. This gap in the literature has contributed to a lack of understanding on what
non-psychiatric nurses need in order to provide safe care for those with mental illness.
Discovering the lived experience of non-psychiatric nurses who provide care for patients with
mental illness was imperative to improving the health outcomes for persons affected with mental
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illness as well as to improving the work environment, safety, and ability of nurses to provide safe
care (Adams, 2015; Rutledge et al., 2013).
Individuals with mental illness suffer significantly higher mortality rates from physical
health-related problems and barriers exist in access to medical care for persons with psychiatric
illness (Blythe & White, 2012). Chronic physical health needs have contributed to increased
mortality rates for those with mental illness and these patients might not receive the care they
need for their mental or physical health needs (APNA, 2015). Persons with mental illness
frequently have co-occurring chronic medical illnesses that require acute medical care; however,
non-psychiatric nurses might not feel confident in providing care for those with mental illness.
The literature validated the increased risk of poor outcomes related to chronic medical illness,
delay in receiving treatment, adverse effects of psychiatric medications, overdose, falls,
aggression and violence, self-harm behaviors, altered cognition, as well as delays in treatment
due to communication barriers or failure to recognize symptoms (Rutledge et al., 2013). Nonpsychiatric nurses providing care for patients with co-occurring mental and physical illness
imight not feel prepared to provide safe care and might find caring for patients with psychiatric
disorders to be stressful, difficult, and demanding (Adams, 2015; Rutledge et al., 2013). It is
essential that non-psychiatric nurses caring for persons with mental and physical health problems
have the skills, knowledge, and support they need to provide safe care in a non-psychiatric
healthcare setting.
The American Association of Colleges of Nursing (2017) identified nurse burnout and
decreased staffing levels as contributing to increased mortality rates for patients in mental
healthcare facilities. Nurse burnout and decreased staffing levels have been identified as reasons
nurses gave for leaving the nursing profession. In 2015, the APNA identified that a gap in

7
psychiatric mental health nursing knowledge contributed to a high rate of attrition for nurses
transitioning into psychiatric mental health settings. The APNA addressed this gap in nursing
education and knowledge for non-psychiatric nurses transitioning into acute mental health
settings by developing the APNA Transitions in Practice (ATP) certificate program. The ATP
program goals were to provide education and increased knowledge in psychiatric nursing skills
for new nurses and nurses transitioning into psychiatric settings in order to improve nursing
retention and to build a psychiatric nursing workforce (Adams, 2015).
Purpose of the Study
The need for this study related to increasing knowledge about the experiences of nonpsychiatric registered nurses caring for patients with mental illness in a non-psychiatric health
care setting. This study provided data to inform nurse educators about the needs of nurses for
education about caring for people with mental illness in multiple health care settings with the
ultimate goal of improving health care for persons with mental illness. The purpose of this study
was to discover, describe, and understand the lived experiences of non-psychiatric registered
nurses who did not consider themselves skilled in caring for those with mental illness. Another
purpose of this study was to explore the experiences of non-psychiatric nurses caring for patients
with mental illness during the current COVID pandemic. Individuals with psychiatric mental
health problems have co-occurring medical problems and it is imperative non-psychiatric
registered nurses working in non-psychiatric healthcare settings are better prepared to manage
the complex needs of these patients (Adams, 2015; Reed & Fitzgerald, 2005). In this qualitative
study exploring the lived experience of non-psychiatric registered nurses in caring for persons
with mental illness, this researcher sought to discover the essence of the experience for nurses
who had experienced this phenomenon (Moustakas, 1994).
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Many researchers have identified contributing factors related to new nurses leaving their
positions in general hospital and emergency department (ED) settings. In 2010, MacKusick and
Minick identified unfriendly workplaces, emotional distress in patient care, and fatigue and
exhaustion as factors related to new non-psychiatric nurses leaving their positions in acute
hospital settings. Adams (2015) reported on efforts of the APNA to address nursing workforce
issues in psychiatric nursing. Adams sought to address current and future nursing shortages
through efforts to retain new and experienced nurses. According to Adams, a decrease in
psychiatric mental health theory and clinical rotations in undergraduate nursing education
contributed to a practice gap in psychiatric nursing and compounded the lack of preparation of
new nurses entering the practice environment. The APNA also addressed the need for support for
nurses transitioning to psychiatric care settings to improve the retention and confidence of nurses
in providing care for persons with mental illness. The APNA recommended ongoing training and
education for non-psychiatric nurses in addition to undergraduate nursing education (Adams,
2015).
In an effort to support the psychiatric nursing workforce, Hanrahan et al. (2010) reported
results of a hospital nurse survey to identify factors associated with nurse burnout among 353
psychiatric nurses working in inpatient psychiatric settings. Researchers identified improved
work environments, improved management processes, improved patient-nurse staff ratios, and
stronger nurse-physician relationships as contributing to improved work environments for
psychiatric nurses in the general hospital setting. In an Australian study of non-psychiatric
nurses’ attitudes toward persons with mental illness, Reed and Fitzgerald (2005) identified nurse
attitudes of fear and avoidance of patients with mental illness. In an integrative review of nonpsychiatric nurses’ attitudes toward persons with mental illness, de Jacq et al. (2016) reviewed
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15 studies from 20 countries and identified mixed attitudes toward persons with mental illness
with more negative attitudes toward patients with schizophrenia. Researchers de Jacq et al.
reported that for this integrative review, no study had been found to have originated in the United
States on nurse attitudes toward patients with mental illness.
An increased understanding of the experience of non-psychiatric nurses working with
patients with mental illness in non-psychiatric healthcare settings would provide insight into the
unique experiences, issues, and barriers affecting the nurse’s ability care for patients with mental
illness. Data from this study would be useful to the nursing profession to fill the gap in
knowledge and understanding on problems non-psychiatric nurses encounter when caring for
persons with mental illness as well as help determine what nurses need to improve their
confidence and self-efficacy in caring for this population (Happell et al., 2012). The benefits of
this study were to contribute to the knowledge of what non-psychiatric nurses neede to provide
psychiatric care for those with mental illness in a non-psychiatric healthcare setting, to ultimately
have a positive effect on nursing care, and to inform nursing educators about what was needed in
nursing curriculum to improve health outcomes for those experiencing mental illness.
Significance of the Study
Nursing Practice
In 2015, the APNA identified a gap in psychiatric mental health nursing knowledge
among non-psychiatric nurses transitioning to mental health settings, finding this gap in
knowledge further contributed to the nursing workforce issues in psychiatric and non-psychiatric
settings. The significance of support and ongoing education for current nurses caring for patients
with mental illness was well documented in the literature; however, the paucity of research in the
United States on nurses’ experiences in caring for those with mental illness was alarming
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(APNA, 2015). The significance of this study was to improve the understanding of the
experiences of non-psychiatric registered nurses caring for those with mental illness in order to
gain vital information for the profession of nursing on what current nurses needed to improve
their care for people with mental illness receiving care in a non-psychiatric setting. This research
might be beneficial to identify future education and training strategies for nurses to manage
mentally disturbed or distressed patients (Chambers et al., 2015).
The National Institute of Mental Health (NIMH, 2019) reported that up to 20% of
persons in the United States are affected with mental illness and only 50% of those affected
received treatment for their mental health issues. According to the National Alliance on Mental
Illness (NAMI, 2019), approximately 46.6 million Americans live with mental illness in any
given year and 11.2 million people live with a serious mental illness. With the large number of
persons with mental illness in the United States not receiving mental health treatment, many
received care for their co-occurring mental and physical health problems in the ED or in a nonpsychiatric healthcare setting when they experienced an acute psychiatric or physical illness
(Plant & White, 2013). Rutledge et al. (2013) indicated general hospitals were experiencing an
increase in admissions of patients with acute psychiatric problems and co-occurring medical
issues, indicating the need for supplemental nursing education to provide non-psychiatric nurses
with increased knowledge on effective psychiatric nursing skills to manage care for these
patients. According to Rutledge et al., research indicated non-psychiatric nurses might not feel
confident in their ability to care for patients with co-occurring psychiatric issues and might lack
competencies of psychiatric nurses to deal with patients in a mental health or behavioral crisis.
With the high prevalence of persons with mental illness in the United States, non-psychiatric
nurses need the skills and competencies to provide competent, safe care for those experiencing
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mental health problems including crisis stabilization and medical stabilization (Rutledge et al.,
2013).
Psychiatric nurses are skilled in working with patients experiencing psychiatric
emergencies, medical emergencies related to psychiatric medication side effects, psychotropic
medication side-effects, suicidal behaviors, behavioral disturbances, self-harm, and aggression
and violence. Non-psychiatric nurses might not feel confident in their ability to intervene and
respond appropriately in a behavioral health crisis (Rutledge et al., 2013). The current research
study to identify non-psychiatric nurses’ experiences in caring for patients with mental illness
might help to identify future education and training strategies for nursing educators so as to
provide nursing education that supports nursing students to choose psychiatric nursing as a
career after graduation. There is a paucity of nurses who choose psychiatric nursing as a career
option, both in the United States and internationally. Many studies found few nursing students
chose psychiatric nursing as a career option when they graduated from their undergraduate
nursing programs (Fiedler et al., 2012; Grav et al., 2010; Happell & Gaskin, 2013; Jansen &
Venter, 2015; Puskar & Bernardo, 2003). Psychiatric nursing has been an unpopular choice for
undergraduate nursing students due to factors related to fear of violence and aggression as well
as a concern they might lose their technical hands-on nursing skills (Puskar & Bernardo, 2003).
Stigmatization and fear of psychiatric nursing also contributed to nursing students’ negative
attitudes toward psychiatric nursing and patients with mental illness (Jansen & Venter, 2015).
Happell and Gaskin (2013) indicated that promoting positive attitudes toward psychiatric nursing
during undergraduate nursing programs might help to recruit more new nurses to this nursing
specialty.
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According to Stevenson et al. (2105), psychiatric nurses experienced patient violence and
aggression in the workplace, resulting in threats to personal safety as well as verbal and
emotional abuse. Psychiatric nurses also experienced stigmatizing attitudes from other nurses
and medical professionals as well as unsupportive work environments (Stevenson et al., 2015).
Stigmatizing attitudes toward psychiatric nursing resulted in the devaluing of nurses who worked
in mental health settings and negatively affected nurses’ experiences of feeling respected and
appreciated, resulting in emotional exhaustion and dissatisfaction (Hanrahan et al., 2010).
Nursing Education
The current research study was beneficial in identifying future nursing education
strategies geared to assist new registered nurses in providing care for patients experiencing acute
mental health problems (Chambers et al., 2015). Data discovered in this study provided an
increased understanding of the educational needs of student nurses who enter the nursing
workforce in non-psychiatric and psychiatric mental health settings. Nursing education programs
need to provide pertinent psychiatric mental health content to help all nurses care for individuals
with mental illness regardless of the setting (Ordan et al., 2018). The current study was important
to the nursing profession as it provided useful data for future research on strategies for nursing
education and practice in order to support nurses who care for persons with mental illness.
Non-psychiatric registered nurses receive basic level psychiatric nursing education in
undergraduate nursing programs, although they might not have the specialized training or
education needed to provide safe care for this population (Rutledge et al., 2013). According to
Rutledge et al. (2013), non-psychiatric nurses might lack the skills and competencies needed to
differentiate psychiatric symptoms from medical problems the patient might be experiencing,
resulting in challenges for the nurse in providing care for this population. The Institute of
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Medicine (2010) identified the importance of implementing nurse residency programs for new
nurses as well as for nurses transitioning into new clinical areas to provide improved support,
clinical competency, and improved patient outcomes. According to Adams (2015), it is essential
to support nursing education for non-psychiatric nurses in the skills needed to provide care for
patients with psychiatric problems.
Nursing Workforce Needs
According to Hanrahan and Gerolamo (2004), studies in the United States on the nursing
workforce and nursing shortage identified high turnover rates for nurses in general inpatient
settings as well as in psychiatric nursing settings. Research by Adams (2015) showed the high
rate of nurses leaving the nursing profession was in part due to the emotional distress
encountered during patient care, fatigue, and exhaustion. Psychiatric nurses reported a higher
level of stress and burnout when compared with nurses working in other healthcare settings
(Hanrahan et al., 2010). Deinstitutionalization resulted in those with mental illness receiving care
in many settings—psychiatric and non-psychiatric. Adams indicated that workplace violence by
patients with mental illness was a significant factor in psychiatric nurses leaving the nursing
profession. Psychiatric nurses reported fear and anxiety for their safety and for the safety of the
patient and others as being a significant factor in leaving their position. Supportive work
environments and education in conflict management and de-escalation were needed to promote
safety and nursing management on psychiatric units (Adams, 2015). Patient verbal and physical
aggression, injury from patient violence, and occupational stress contributed to psychiatric
nurses leaving the profession (Adams, 2015). Addressing workplace violence nurses experience
through implementing evidence-based strategies of verbal de-escalation and non-aggressive
strategies to reduce aggression would be beneficial in supporting nurses in the workplace.
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For non-psychiatric nurses caring for persons with mental illness in a non-psychiatric
setting, fear, anxiety, stress, and worry were factors that affected the nurse’s ability to feel safe
and might contribute to the lack of desire to work with patients with mental illness. Nonpsychiatric nurses in the ED are faced with caring for persons with mental illness who might be
psychotic or under the influence of alcohol or chemical substances, which further result in an
increased potential for aggressive or violent behavior (Kerrison & Chapman, 2007). The nonpsychiatric nurse caring for persons with mental illness might lack the knowledge and
specialized training to feel confident in their ability to provide a safe environment for those who
are a danger to self or others, who are suicidal, or who exhibit aggressive or abusive behavior.
Adams (2015) identified that in order to increase nurse retention in psychiatric settings, new
nurses and nurses transitioning to psychiatric nursing needed education and training in
foundational psychiatric nursing skills. Without specialized knowledge and skills in
communication, de-escalation, suicide prevention, and management of those with mental illness
or chemical substance abuse, the non-psychiatric nurse might not feel equipped to care for
persons with mental illness (Kerrison & Chapman, 2007). Data collected in this study might be
helpful in discovering methods to improve training and education for nurses in non-psychiatric
settings and, ultimately, have a positive impact on retaining nurses who experience caring for
patients who are aggressive and a danger to themselves or others (Adams, 2015). Ongoing
education and training for non-psychiatric nurses in specialized psychiatric nursing skills might
increase the nurse’s self-efficacy in caring for this population.
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Workplace Violence
The Joint Commission (TJC, 2018b) reported that the highest rate of violence toward
healthcare workers occurred in the ED and on psychiatric units. The Joint Commission indicated
the most common characteristic in workplace violence in healthcare settings was caring for
patients with altered mental status related to mental illness, dementia, delirium, or substance
abuse. In a 2005 to 2009 study, the U.S. Department of Justice (2011) reported that the
occupation with the second highest rate of workplace violence was the mental health profession
with the highest rate occurring within law enforcement. According to Adams (2015), workplace
violence was a common factor related to attrition for psychiatric nurses. Ridenour et al. (2015)
reported on a study of eight psychiatric units in the Veterans Health Administration that
registered nurses experienced the highest rate of patient violence in the workplace. Ridenour et
al. found an increased potential for patient violence and aggression toward nurses and staff
caring for patients with mental illness, resulting in psychiatric nurses fearing patient violence.
Advanced communication and de-escalation skills are essential to improve patient care and both
patient and staff safety (Ridenour et al., 2015). Even with specific workplace training on safety
and nursing skills in providing safe and therapeutic care for persons with mental illness,
workplace violence has remained a significant factor affecting job satisfaction and attrition for
psychiatric nurses.
According to Kerrison and Chapman’s (2007) qualitative study in Australia on general
emergency nurse preparation to care for persons with mental illness, non-psychiatric nurses
reported a lack of expertise to appropriately intervene in behavioral emergency situations. In this
study, Kerrison and Chapman reported that nurses in the ED identified ineffective
communication techniques practiced by nurses and ED staff resulted in an increased use of
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chemical or physical restraints on patients. Nurses working in the psychiatric nursing specialty
received specific education and training beyond their undergraduate education through
workplace training programs on conflict management, de-escalation, therapeutic communication,
debriefing, seclusion, restraint, critical incident debriefing, and support for staff victims of
workplace violence (Adams, 2015). Although nurses working in psychiatric settings received
specialized training beyond their undergraduate nursing program on caring for persons with
mental illness, psychiatric nurses still continued to report workplace violence as a significant
factor for leaving the nursing profession (Adams, 2015). Even with specific workplace training
on safety and nursing skills in providing safe and therapeutic care for persons with mental
illness, workplace violence remains a significant factor affecting job satisfaction and attrition for
psychiatric nurses. Without strategies to address workplace violence, psychiatric nurses will
continue to leave the workforce and new nurses will continue to avoid working in this specialty.
The nursing shortage in the United States is a significant problem and for the psychiatric
nursing workforce, this is even more significant due to the undesirability of this specialty and
few new nurses choosing to work with this population. Burnout and stress are major factors in
psychiatric nursing (Hanrahan et al., 2010). Studies in the United Kingdom, Japan, Canada, and
the United States identified workplace violence as contributing to attrition rates of nurses in
psychiatric and non-psychiatric settings (Adams, 2015). New nurses who work in psychiatric
settings are more likely to experience workplace violence and report fear, anxiety, and stress
resulting from caring for distressed and disturbed patients with mental illness (Adams, 2015).
Non-psychiatric nurses have less workplace support and continuing education and
training on providing care for persons with mental illness than do psychiatric nurses and do not
experience the ongoing training typically included in workplace training programs for
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psychiatric nurses (Rutledge et al., 2013). Privitera et al. (2005) studied workplace violence and
threats to personal safety during patient care and identified violence as a prevalent concern for
nurses caring for those with mental illness in the United States.
Research Design
Descriptive phenomenological research is best suited to gather data on the lived
experience and to inform the knowledge base when there is a lack of knowledge on a specific
phenomenon (Creswell, 2007). Giorgi’s (2019) descriptive phenomenological methodology was
used in this study to discover the perceptions of non-psychiatric nurses caring for patients with
mental illness in the United States. Giorgi advanced the phenomenological philosophy of Husserl
and Merleau-Ponty to endorse a descriptive phenomenological method to study human
experience. This researcher sought to collect data on the “lived experience” from the perspective
of nurses who had experienced this phenomenon. Through the use of Giorgi’s (2019) descriptive
phenomenological methodology, this researcher sought to discover the essences and shared
experiences of non-psychiatric nurses who have cared for patients with mental illness. Giorgi
(2005) supported the use of the scientific phenomenological method to study human sciences,
including in nursing, positing that phenomenology served to provide knowledge through the
study of a phenomenon of human experience.
Research Questions
The following research questions guided this qualitative study:
Q1

What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness in a non-psychiatric health care setting?

Q2

What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness during the current COVID pandemic?
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The following areas were explored within the research questions:
•

Describe experiences in providing nursing care for persons with mental illness in a
non-psychiatric health care setting.

•

What is it like to be a non-psychiatric nurse caring for persons with mental illness?

•

What barriers have non-psychiatric nurses experienced in caring for persons with
mental illness in a non-psychiatric health care setting?

•

How did nursing education help prepare nursing students to care for persons with
mental illness after licensure?

•

What education or training have non-psychiatric nurses had after graduation to help
them provide care for persons with mental illness?

•

What support have non-psychiatric nurses had after graduation to help provide care
for persons with mental illness?

•

Based on experiences in caring for persons with mental illness, what further
preparation or training would help non-psychiatric nurses provide care for this
population?

•

Describe experiences in caring for individuals suffering from mental illness during
the current COVID pandemic.

•

How has the COVID experience affected non-psychiatric nurses emotionally?

•

Do non-psychiatric nurses feel they have had adequate training for what they were
asked to do during the COVID situation?
Why Qualitative Research Was Important
for This Study

A qualitative research design is used when a lack of evidence on the phenomenon being
studied exists and the voices of the participants experiencing this phenomenon can be heard.
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Qualitative research methodology was important to employ for this study due to the lack of
knowledge on non-psychiatric nurses’ experiences in providing care for patients with mental
illness and due to the paucity of evidence on this phenomenon for nurses in the United States.
Descriptive phenomenology was used as a research methodology in the current study to discover
the lived experience of non-psychiatric nurses caring for persons with mental illness in a nonpsychiatric setting (Patton, 2015). Qualitative inquiry seeks to capture and describe the meaning
of the experiences for the person who has experienced a specific phenomenon (Patton, 2015).
Descriptive phenomenology is used when the phenomenon being studied is poorly understood
(Matua & Van Der Wal, 2015). In contrast, interpretive phenomenology is used as a research
methodology when the researcher seeks to discover the context of the experience for the person
experiencing it and to discover the participant’s interpretation of the experience (Matua & Van
Der Wal, 2015).
Summary
The purpose of this study was to discover, describe, and better understand the lived
experiences of non-psychiatric registered nurses caring for patients with mental illness in a nonpsychiatric healthcare setting. A secondary purpose of this study was to explore the emotional
response of non-psychiatric nurses caring for patients with mental illness during the current
COVID pandemic. It is imperative that non-psychiatric registered nurses working in nonpsychiatric healthcare settings have the education and training to be better prepared to manage
the complex needs of persons with mental illness (Adams, 2015; Reed & Fitzgerald, 2005). This
study served to provide qualitative data to inform nursing educators on what nurses need in order
to enter the nursing profession with confidence that they have the skills and knowledge to
provide safe and high quality care for persons with mental illness regardless of the setting in
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which the care is provided. This study served to provide an increased understanding of the
experience of non-psychiatric nurses in caring for persons with mental illness and will be useful
to the nursing profession in filling the gap in knowledge on problems non-psychiatric nurses
encounter when caring for persons with mental illness.
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CHAPTER II
LITERATURE REVIEW
A thorough review of the literature was conducted to locate research on non-psychiatric
nurses’ perceptions of caring for patients with mental illness; however, only a few studies were
found on this phenomenon. Literature searches were conducted using Search Summon at the
University of Northern Colorado, the Cumulative Index to Nursing and Allied Health (CINAHL)
database, East Central University EBSCO Discovery Service, Cochran Database of Systematic
Reviews, the American Journal of Nursing, and the American Journal of Psychiatric and Mental
Health Nursing. Key words and phrases included in this search were nurse attitudes, mental
health nurse, non-psychiatric nurses, nurse attitudes and mental illness, nurse attitudes and
mental disorders chronic mental disorders and nurse attitudes, mental illness and nurse
perception, nurse attitudes and mental health nursing, nurse attitudes and attitudes toward mental
illness, nurse attitudes and psychiatric nursing, and non-mental health nurses.
The current qualitative study explored the experiences of non-psychiatric nurses in the
United States in order to describe the phenomenon from the perspective of those who have
experienced it. A dearth of literature was found for this literature review on non-psychiatric
nurse’s perceptions of caring for those with mental illness in the United States. The search was
broadened to include studies conducted internationally. In an integrative review, de Jacq et al.
(2016) sought to investigate nurses’ attitudes toward patients with mental illness and found few
studies conducted on this phenomenon and no studies conducted in the United States.
Researchers reported that further research was needed to discover if attitudes of non-psychiatric
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nurses in the United States toward patients with mental illness varied from the attitudes of nurses
in other countries.
Mental Health Care
Definition of Terms
The NIMH (2019) defined mental illness in two broad categories—any mental illness
(AMI) and serious mental illness (SMI):
•

Any mental illness (AMI) is defined as: “a mental, behavioral, or emotional
disorder. AMI can vary in impact, ranging from no impairment to mild, moderate,
and even severe impairment” (para. 3).

•

Serious mental illness (SMI) is defined as “a mental, behavioral, or emotional
disorder resulting in serious functional impairment, which substantially interferes
with or limits one or more major life activities” (para. 3).

Health Disparities
According to the NIMH (2019), most individuals suffering with SMI have poorer overall
health status, complex medical needs, and significantly lower life expectancy rates from
preventable diseases than do those without mental illness. Persons with SMI experience poorer
overall physical health status compared with those without mental illness and often have
unidentified or undertreated physical disorders (APNA, 2015; Colton & Manderscheid, 2006;
Happell et al., 2012; Kisely et al., 2008; Lawrence & Kisely, 2010; Smith et al., 2014). In
addition to experiencing poorer overall physical health status, those with SMI often experience
significant barriers in accessing medical care for physical health problems.
According to the National Association of State Mental Health Program Directors
(NASMHPD, 2006), those with SMI suffer from untreated chronic physical disorders in rates
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much higher than the general population and those with SMI in the United States are dying 25
years earlier than persons without mental illness. For persons with SMI, untreated medical
illnesses and lack of medical care are indicated as contributing to premature death from
unaddressed modifiable risk factors such as obesity, smoking, and chemical substance abuse
(NASMHPD, 2006). Persons with SMI are often fearful of seeking medical care and might have
symptoms of paranoia or disorganized thinking that impact their ability to recognize the need for
health care before they develop symptoms of chronic health problems. The NASMHPD also
identified that stigma and fragmentation of the medical system contributed to the problems
encountered by persons with SMI accessing healthcare. Considering the major barriers to health
care and the likelihood that chronic medical problems are untreated, it is imperative that nurses
in non-psychiatric health care settings feel confident in their ability to provide care for persons
with mental illness. It is essential that nurses working in all areas are informed on therapeutic
communication as well as strategies in developing therapeutic relationships with individuals with
SMI in order to provide care that is beneficial in improving health outcomes for those with
mental illness.
In a U.S. health survey in 2009, Manderscheid reported that health data collected from
1986 to 2009 showed health disparities for state mental health clients with worse physical health
outcomes in 2009 than in 1986. According to Manderscheid, it is essential that the United States
address this 25-year health disparity for those with SMI in order to improve health outcomes for
this population. Manderscheid recommended that healthcare professionals manage the physical
and mental health care needs for those with mental illness and the vulnerabilities for this
population leading to early death.
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Colton and Manderscheid (2006) compared mortality rate and cause of death for persons
with mental illness and the general population in eight states—Arizona, Missouri, Oklahoma,
Rhode Island, Texas, Utah, Vermont, and Virginia—to determine interstate health comparisons
among persons with mental illness from 1997 to 2000 and to determine the years of potential life
lost and health outcomes for those with mental illness. Findings in this study showed persons
with mental illness had higher mortality rates at younger ages when compared with persons
without mental illness, resulting in many years of lost life for persons with mental health
disorders. Colton and Manderscheid concluded there was a critical need to address both mental
and physical health problems in an integrated model in order to improve health outcomes.
Researchers recommended future research to track mortality rates and causes of death in order to
provide increased insight into evidence-based interventions to effectively reduce the risk of early
death for persons with mental illness.
Brekke et al. (2013) introduced a literature paper on the benefits of a community-based
health navigation intervention program to address barriers to physical health services for persons
with SMI and assist those affected to develop self-management skills to address physical
healthcare needs. In researching the evidence on health outcomes in the United States for persons
with mental illness, Brekke et al. identified the overwhelming negative impact from untreated
chronic health issues due to obesity, diabetes, metabolic syndrome, and cardiovascular problems,
and the effect on quality of life for persons with SMI. According to Brekke et al., the impact of
poor physical health for persons with SMI further negatively impacted the goal of recovery from
mental health illness as well as exacerbated the problems of homelessness, education,
employment, and poor socio-economic status. Barriers in access to medical care included stigma
of mental illness and limited training of both mental health providers and primary care
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physicians to manage the chronic physical health problems for those with SMI (Brekke et al.,
2013). This lack of integration of health services and preventative health care for persons with
SMI further negatively impacts their ability to receive comprehensive care for their physical and
mental health care needs. Brekke et al. also identified that persons with SMI often lacked trust in
medical and mental health professionals and experienced a lack of understanding about how to
access care. Brekke et al. spoke to the difficulties for persons with SMI in navigating the health
care services due to the lack of coordination of services at the provider level, difficulty in
accessing specialty care for chronic illness, long waits for appointments, transportation costs, and
the stigma encountered from health care providers. Researchers further identified that health care
models for improving the overall health and health outcomes for persons with SMI included an
integration of physical and mental health provision in the same facility with full service for
mental and physical health care and collaboration between professionals. Brekke et al. also
proposed peer-led interventions to assist persons with SMI in recovery from mental illness.
Barriers to Health Care for Persons
with Mental Illness
According to the NAMI (2019), approximately 11.2 million adults in the United States
live with a serious mental illness that significantly interferes with their daily functioning and
negatively affects their health status. The NAMI also reported that 21% of youth in the United
States between ages 13 and 18 had lived with a serious mental illness at some time in their life.
Identifying barriers in health care is critical due to poor health outcomes and increased mortality
rates among persons with mental illness. Increased mortality rates associated with mental illness
were addressed in the literature and pose a serious threat to the quality of life and longevity for
persons affected (Lawrence & Kisely, 2010). Mortality rates due to suicide and homicide pose a
threat to the lives of persons with serious mental illness. However, morbidity and mortality rates
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due to untreated or undertreated chronic physical illnesses such as cardiovascular and respiratory
disease also resulted in increased mortality rates for this population (Lawrence & Kisely, 2010).
In an epidemiological population study of all patients of specialist services in Nova Scotia,
Kisely et al. (2008) reported increased mortality rates from cancers among persons with serious
mental illness when compared with non-psychiatric patients. . Kisely et al. also noted that
persons with mental illness were more likely to die from cancer than those without mental
illness. Kisely et al. concluded that efforts to address physical health inequalities for persons with
mental illness were needed to improve health outcomes for this population.
In a study to identify barriers to mental health treatment in the United States, Mojtabai et
al. (2011) conducted a quantitative study of 9,282 respondents to the National Comorbidity
Survey Replication Inventory between 2001 and 2003. In this study, participants with one or
more of 12 common mental illnesses completed the survey to shed light on the reasons persons
with mental illness did not seek care or did not stay in treatment once their mental illness was
identified. Mojtabai et al. sought to determine perceived barriers to psychiatric treatment for
persons with mental illness. Findings in this study indicated that major barriers for persons with
SMI seeking mental health treatment were low perceived need for mental health care and stigma.
Researchers found as high as one-third of participants reported reasons for dropping out of
treatment for their mental illness included stigma, negative interactions with their health care
provider, or perception of ineffectiveness of treatment. In this study, Mojtabai et al. indicated
that improvements in the therapeutic relationship with healthcare providers and implementing
strategies to decrease provider stigma might be beneficial in supporting those with mental illness
in staying in treatment.
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Vulnerability
According to Dell’Osso et al. (2013), persons with mental illness identified fear and
stigma as reasons for not seeking treatment for their psychiatric symptoms. Vulnerability for
persons with mental illness might be exacerbated due to lack of insight, presence of long-term
side effects from psychotropic medications, as well as poor integration of psychiatric and
medical care services (NASMHPD, 2006). Persons with mental illness are vulnerable to many
social and health-related disparities due to poorer socioeconomic status, poverty, homelessness,
unemployment, social isolation, psychiatric symptoms, stigma of mental illness, and often do not
receive adequate or prompt treatment for their mental health problems (NASMHPD, 2006).
Delay in the treatment of mental health problems for those with mental illness resulted in
negative physical health outcomes and increased mortality rates for treatable illnesses and
problems (Dell’Osso et al., 2013). In a literature review examining the relationship of duration of
untreated psychosis and patient outcomes, Dell’Osso et al. found symptoms of schizophrenia
often began years before a diagnosis occurred. The authors found the course of illness often
appeared in adolescence or early adulthood with relapses and progressive deterioration further
negatively impacting patient outcomes. Dell’Osso et al. indicated a delay in treatment of
schizophrenia might be due to a delay in diagnosis with years of symptoms being present before
the person received treatment.
Stigma
Erving Goffman (1963) defined stigma as “an attribute that is deeply discrediting” which
results in the person being considered as less than whole or tainted (p. 3). Link and Phelan
(2001) defined stigma as “the co-occurrence of its components, labeling, stereotyping,
separation, status loss, and discrimination” (p. 363) and further indicated that stigma influenced
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the stigmatized person in many critical areas including income, health, and potential for quality
of life. Goffman further described stigma as “an undesired differentness from what we had
anticipated” (p. 5) and this undesired trait could cause others to discount the person and turn
away from them regardless of other desirable attributes the person might have. Stigma has been
described as resulting in negative attitudes, stereotyping, separation, and discrimination toward
an individual or toward a specific quality in an individual (Charles, 2013; Corrigan & Rao,
2012). Social or public stigma could be a discrediting attitude and/or treatment of a person with
mental illness (Corrigan & Rao, 2012; Link & Phelan, 2001; Mak et al., 2014; Pescosolido,
2013). Stigma of mental illness has been described as negatively affecting quality of life and
longevity for those affected (Lawrence & Kisely, 2010). Stigma of mental illness results in fear,
rejection, avoidance, and isolation of individuals with mental illness, contributing to prejudicial
attitudes and discriminatory behaviors by healthcare workers who care for this vulnerable
population (Charles, 2013; Corrigan & Rao, 2012).
Many authors have studied stigma since Goffman wrote his seminal work in 1963.
Stigma of mental illness results in barriers and inequalities for individuals living with SMI
(Lawrence & Kisely, 2010). Stigma of mental illness results in stereotypes, bias, and
discrimination, contributing to negative effects such as fear, avoidance, and discrimination of
persons who are stigmatized. Stigma of mental illness negatively affects the relationship between
healthcare providers, including nurses, and is a contributing factor in nurses’ negative attitudes
toward patients with SMI (de Jacq et al., 2016; Ordan et al., 2018).
The influence of stigma of mental illness results in negative beliefs about and avoidance
of persons affected with mental illness (Kirsh et al., 2012; Martin et al., 2008). Individuals
perceiving stigma of mental illness internalize the stigmatizing attitudes of others, further
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complicating their feelings of self-stigma, which might result in poor self-esteem and decreased
quality of life (Mashiach-Eizenberg et al., 2013). In a literature review studying reasons
individuals with mental illness gave for delaying treatment for their mental illness, Dell’Osso et
al. (2013) reported findings including a desire to keep the illness a secret, the fear of stigma of
mental illness, and lack of insight into their illness.
In a quantitative study of 188 individuals with mental illness, Marcussen et al. (2010)
examined mental health services, stigma of mental illness, and quality of life from the perception
of those receiving care at a public mental health agency in the United States. Researchers used
face-to-face interviews and questionnaires to identify participants’ perceptions on quality of life,
self-concept, and stigma of mental illness. Stigma was measured using a tool adapted from
Link’s Devaluation-Discrimination Scale that assessed beliefs about how others reacted to
persons with mental illness (Marcussen et al., 2010). Researchers also used the Lehman’s
Quality of Life Inventory to measure general thoughts about a participant’s feelings related to
their quality of life and the Rosenberg Self-Esteem Scale to measure participants’ thoughts on
their self-esteem. Concerning participants’ perceptions on stigma, Marcussen et al. reported that
stigma of mental illness negatively impacted a participant’s self-esteem. The strengths of this
study were the sample population that consisted of individuals who received mental health
services from an outpatient mental health center, a crisis mental health center, or from a mental
health court system. Limitations in this study were related to the short-term method used to
gather data. Researchers indicated the data on stigma might have been potentially more positive
if the study had been conducted over time. Marcussen et al. recommended future research on the
perception of stigma, stigma reduction, the relationship between services and self-concept, and
additional mental health services that could provide benefit for persons with mental illness.
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In their literature review to discover nurses’ attitudes toward persons with mental illness,
Ross and Goldner (2009) found nurses worldwide often held negative attitudes toward persons
with mental illness including hostility, stigma, and discrimination toward persons with mental
illness in their care. Ross and Goldner found nurses often had stigmatizing beliefs about persons
with mental illness, commonly believing persons diagnosed with mental illness wee more
dangerous and potentially more often to become violent than persons without mental illness.
Ross and Goldner found many studies indicating nurses held stigmatizing and prejudicial
attitudes toward persons with mental illness regardless of their nursing education, which
supported a holistic, caring, and empathetic attitude toward all persons in their care.
Psychiatric Nurses
Nursing Workforce and Nursing
Shortage in Psychiatric Nursing
Healthcare workers in psychiatric settings are at high risk for experiencing aggression in
the workplace (Ridenour et al., 2015). The National Institute for Occupational Safety and Health
in conjunction with the Veterans’ Health Administration carried out a quantitative study from
2008 to 2010 to discover risk factors related to patient violence on locked psychiatric units in
eight Veterans Administration (VA) facilities (Ridenour et al., 2015). Researchers studied 284
mental health nurses working on locked psychiatric units in VA facilities who agreed to
participate in the study. Ridenour et al. (2015) implemented multiple strategies in their study to
discover risk factors associated with patient violence. The researchers reported implementing a
violence prevention community meeting with nurses participating in the study and a review of
hospital records to discover the type of patient aggression displayed and the type of mental
illnesses associated with episodes of aggression. Participants were asked to respond to survey
questions prior to the start of the study regarding their experience of patient violence in the 30
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days prior to beginning the study and the training they had received on violence prevention as a
mental health nurse. Researchers also collected data on the number and type of nursing staff
assigned to each unit and reviewed incident reports during the study pertaining to aggressive acts
by patients. Ridenour et al. analyzed patient aggression using the Modified Overt Aggression
Scale to rate the type and severity of the aggressive incidents. The Modified Overt Aggression
Scale was modified from the original version created by Yudofsky et al. (1986) and was used in
this study to analyze risk factors related to patient aggression toward mental health nursing staff.
Researchers collected data on the circumstances leading to the aggressive outbursts as well as the
time of day and shift in which the violence occurred to determine trends in violent episodes. In
this study, Ridenour et al. concluded that over 90% of nurses participating in the study reported
at least one episode of patient aggression in the 30 days prior to beginning the study and 99% of
nurses reported having received violence training including communication and de-escalation
skills in their position as a nurse. Researchers also concluded that most episodes of patient
violence occurred on the evening shift and occurred equally on weekdays and weekends.
Ridenour et al. reported that patients diagnosed with personality disorders were at a significantly
higher risk of exhibiting both verbal and physical aggression toward nursing staff than were
patients with other mental health disorders. Limited setting was found to be associated with the
highest number of episodes of verbal aggression toward nurses. Researchers concluded nursing
staff working on locked psychiatric units were at a high risk of experiencing patient aggression
in the workplace and training was needed to provide nursing staff with strategies to prevent
aggression. A strength of this study was 99% of the study population had received training in
prevention of workplace aggression in their position as a nurse. Ridenour et al. indicated future
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research to link patient aggression with specific nurse behaviors or interventions could be helpful
to identify causes of aggression.
Hanrahan et al. (2010) reported the shift of psychiatric care from state mental health
facilities to general medical hospitals had contributed to organizational problems for general
hospitals providing care on inpatient psychiatric units. In a quantitative study in northeastern
United States, 353 psychiatric registered nurses who reported providing direct patient care on a
psychiatric unit in a general hospital participated in the study by responding to a survey on
questions relating to quality of care, management, and psychiatric nurse burnout. The purpose of
this study was to examine the relationship among organizational factors affecting the psychiatric
work environment, support of the nurses on the psychiatric unit, and psychiatric nurse perceived
stress and burnout. Nurse burnout in this study was measured using survey questions on
emotional exhaustion, depersonalization, and personal accomplishment (Hanrahan et al., 2010).
In this study, management and organizational factors were measured using the Practice
Environment Scale-Nurse Work Index (Hanrahan et al., 2010) and included quality and safety
considerations in patient care, collaboration and collaboration between the disciplines,
professional accountability, hospital environment, quality improvement, leadership skills,
collegial relationships, and adequate nurse-to-patient ratios. Study findings indicated more
positive practice environments and leadership support were associated with lower levels of
psychiatric nurse burnout and an increase in retention of nurses in the psychiatric setting.
Hanrahan et al. further concluded that support for psychiatric nursing practice had a positive
impact on psychiatric nurse job satisfaction and stress. To address psychiatric nurse burnout and
the retention of psychiatric nurses, Hanrahan et al. recommended improvements in leadership
and management at the facility level, leadership skills training for management staff, quality
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improvement programs to improve patient outcomes, improvements in nurse-physician
collaboration, and attention to adequate nursing staffing.
In a qualitative European study by Staniuliene et al. (2013), 130 registered mental health
nurses from six European countries participated in the study to identify mental health nurses’
experiences in caring for those with mental illness in inpatient psychiatric settings. Participants
included registered nurses from six European countries: England, Finland, Ireland, Italy,
Lithuania, and Portugal. A total of 17 focus groups were held to identify psychiatric nurses’
thoughts and feelings related to caring for patients with mental illness. Transcripts of the focus
groups were transcribed verbatim in the language spoken by participants and data analysis was
conducted to identify major themes. Research findings in this study revealed six major themes:
mixed emotions, steps to ensure safety, guidelines for managing patients exhibiting aggressive
behaviors, team and organizational support, ethical concerns and cognitive dissonance, and
education and training in psychiatric nursing skills (Staniuliene et al., 2013). Researchers
concluded mental health nurses reported discomfort and cognitive dissonance when carrying out
coercive interventions to prevent patients exhibiting symptoms of acute illness from endangering
themselves or others. Cognitive dissonance was further described as a sense of discomfort when
caring for distressed individuals that involved using coercive methods by the nurse not in line
with their usual nursing interventions. Staniuliene et al. defined coercive interventions as
seclusion, mechanical restraint, physical holding, restricting patients from leaving, limiting
visitors, denying telephone or television access, and forced medication. In conclusion,
researchers recommended further support and continuing education for nurses to address the
anxiety and fear associated with caring for persons who were distressed and experiencing
symptoms of mental illness. Support for clinical management of safe quality patient care in
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psychiatric settings would further support effective interactions in providing care for patients
with mental illness who were experiencing emotional disturbance, aggression, or violence
(Staniuliene et al., 2013).
In a Canadian qualitative research study to discover psychiatric nurses’ personal
experiences of workplace violence, Stevenson et al. (2015) studied 12 registered nurses to
identify nurses’ exposure to violence and their perceived effect of violent patient experiences on
their ability to provide therapeutic nursing care. This study sought to provide an increased
understanding of the experience of patient violence from the perspective of nurses who worked
in psychiatric settings (Stevenson et al., 2015). Findings in this qualitative study related to the
types of violence the psychiatric nurses’ experienced, perceived effect of patient violence on the
nurses, and contributing factors to patient violence. Emotional effects of patient violence were
identified as fear, shock, feeling numb, anger, or feeling “nothing” (Stevenson et al., 2015, p. 5).
In this study, contributing factors to patient violence were identified:
•

Patient factors—History of previous violence, type of psychiatric diagnosis, and
substance abuse issues.

•

Nursing factors—Communication abilities of nursing staff, debriefing after a
violent episode, patient assessment.

•

Unit related factors—Availability of nursing staff, environmental factors such as
small or restricted spaces, unit activities and programming.

•

Antecedents—Most often interpersonal interactions between patients and nurses,
although specific patient symptoms related to their psychiatric illness may also be a
factor.
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Stevenson et al. (2015) identified five major themes discovered in this qualitative study:
•

Power and control—Power struggles between nurses and patients, loss of power,
nurse’s inability to control patient’s behaviors of aggression and violence, blaming
patients for the aggressive behavior, resulting helplessness and disempowerment
when nurses were unable to control and prevent patient violence.

•

Stigma—Nurses indicated violence and aggression were expected when one worked
in psychiatric nursing with the assumption that patients with mental illness were
more violent than other patients. Nurses also identified that patients exhibiting
violence were also stigmatized by nurses in relation to the type of mental health
disorder they were diagnosed with and patients diagnosed with personality
disorders and substance abuse disorders were thought to be manipulating with the
violence being intentional. Nurses reported feeling angrier and more intolerant of
patient behaviors when a patient had either a personality disorder or a substance
abuse disorder.

•

Culture of psychiatric nursing is to expect violence—Participants related they felt
violence was unavoidable and should be expected.

•

A balance between safety and patient care—Participants related they struggled
between providing patient care and staying safe, causing stress and fear.

•

Nurses’ perceptions of what they needed to prevent and respond to patient
violence— Participants identified the need to improve the physical environment as
well as to improve teamwork to provide the best care using best practice guidelines.
Participants identified the need for education on stigma of mental illness, risk

36
assessment, prevention and management of patient violence, and education on
strategies to manage power and control influence in relation to patient violence.
Stevenson et al. (2015) posited that when psychiatric nurses were not supported in their
roles in providing safe quality care, this would negatively impact the nurse’s ability to manage
the stress and violence and could threaten the nurse’s ability to cope, resulting in a negative
impact on their mental health status. Strengths of this study related to the descriptive, qualitative
design to identify and explore a nurse’s exposure to patient violence and the effect of the nurse’s
health and ability to provide care. Limitations identified by Stevenson et al. were a small sample
size of 12 participants and a volunteer bias based on the possibility that nurses with an interest in
this topic might be drawn to participate in the study. The researchers also indicated nurses with
negative experiences had likely already left their position at the facility, resulting in these nurses
not participating in this survey. Stevenson et al. recommended future research to identify
strategies to support psychiatric nurses in their role of providing safe, quality patient care for
persons with mental illness.
Psychiatric Nurses’ Attitudes
Toward Mental Illness
In a Swedish study, Martensson et al. (2017) sought to investigate factors associated with
mental health nursing staff’s general attitudes toward persons with mental illness. Using a crosssectional, correlational, and comparative quantitative study design, participants were solicited
from 393 mental health nursing staff employed in one county council and 10 municipalities in
Sweden. A total of 256 participants responded to the Swedish version of the Community
Attitudes towards Mental Illness questionnaire, the Mental Health Knowledge Schedule, and the
Reported and Intended Behavior Scale from 32 mental health units consisting of mental health
staff who were nursing assistants, orderlies, registered nurses, and specialist licensed nurses.
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Researchers also sought to discover if earlier personal or professional contact, knowledge, or
sociodemographic characteristics had an impact on mental health nursing staff’s general attitudes
toward persons with mental illness. Martensson et al. found staff with less stigmatizing beliefs
about mental illness and those with at least one close friend who had mental illness had more
positive attitudes toward persons with mental illness. Researchers identified that more positive
attitudes about mental illness could be fostered through positive work settings where staff had
more knowledge and training on mental illness, stigma, and stigmatizing attitudes. Strengths of
this study were the large sample size of nursing staff employed on 32 units in 10 regions in
central Sweden and the high response rate to the study questionnaires of 65%. Limitations of the
study were the inclusion of mental health staff with different levels of education and in roles
such as orderlies, nursing assistants, registered nurses, and specialist nurses. Future implications
of this study were to design methods to develop a more positive attitude toward persons with
mental illness including addressing the stigma associated with persons with mental illness
(Martensson et al., 2017).
In a Scandinavian study, Kurjenluoma et al. (2017) sought to discover nurses’ workplace
culture in psychiatric nursing using a descriptive, cross-sectional design to employ the PersonCentered Nursing Index to measure nurses’ thoughts on workplace culture, stress, and job
satisfaction in the workplace environment. Participants were invited to participate in the study
from two hospital districts in Finland and questionnaires were distributed to all 577 nurses
working in an adult psychiatric setting. A total of 109 psychiatric nurses responded to the survey
for an 18.9% response rate. Study findings indicated a higher percentage of nurses working in
psychiatric nursing settings described their workplace culture as positive with a relatively low
stress score (Kurjenluoma et al., 2017). A higher number of psychiatric nurses participating in
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this study also reported they were satisfied with their work environment and hospital
management. Nurses who had worked longer in the nursing profession reported increased
satisfaction over newly graduated or younger nurses. This study also indicated psychiatric nurses
who were more often involved in using coercive and restrictive methods in patient care were less
satisfied with the workplace culture (Kurjenluoma et al., 2017). Restrictive methods included
confiscation of personal property, restrictions of communication, and restrictions of leaving the
unit. Coercive methods included restrictions to a specific room, seclusion, restraint, and forced
medication. This study also indicated less satisfaction in the workplace among newer and
younger nurses and the use of restrictive and coercive methods in psychiatric nursing was
associated with less satisfaction with workplace culture (Kurjenluoma et al., 2017). Strengths of
this study included the use of the Person-Centered Nursing Index, which has been found to be
valid and reliable (Kurjenluoma et al., 2017). Limitations of this study included a low response
of 18.9% and the study used a cross-sectional design that reflected a moment in time.
Researchers also reported an error was found on the web-based survey with one item missing
related to stress. Kurjenluoma et al. (2017) recommended that nursing leadership address issues
of restrictive and coercive methods used in psychiatric nursing that negatively affected nursing
workplace culture and satisfaction.
Provider Stigma
Provider stigma has been defined as “the negative attitudes, beliefs, and behaviors that
mental health providers possess and enact towards clients they serve, even unknowingly or
subtly” (Charles, 2013, p. 361). Persons with mental illness are among the most vulnerable in
society and experience additional injustices due to the inherent effects of having a mental illness,
the stigma surrounding mental illness, and the provider stigma impacting their care (Charles,
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2013). Research on stigma of mental illness revealed psychiatric nurses along with other mental
health professionals, social workers, counselors, mental health technicians, and even
psychologists and psychiatrists were at risk of enacting provider stigma toward persons with
mental illness in their care (Charles, 2013). Provider stigma was described in the literature as the
negative attitudes of health care professionals toward those with mental illness (Charles, 2013;
Corrigan, 2004; de Jacq et al., 2016). Many sources identified stigma of mental illness and
provider stigma negatively affected the nurse-patient relationship, which is a vital component
impacting the provision of effective nursing care (Charles, 2013; de Jacq et al., 2016; Ordan et
al., 2018).
Brekke et al. (2013) identified provider stigma as a barrier for persons with SMI in
accessing care for their physical healthcare problems. Provider stigma from health professionals
negatively affected the mental and physical healthcare provided and the therapeutic relationship
between the person with SMI and the healthcare provider.
Provider stigma negatively impacts the therapeutic relationship with health professionals
and the health outcomes of those with mental illness. Research demonstrated that mental health
providers reported emotions of fear, dislike, and even anger toward their patients with mental
illness (Charles, 2013). In an effort to identify specific attitudes and behaviors of mental health
providers that were recognized as stigmatizing by persons with mental illness, Charles (2013)
conducted an ethnographic content analysis to discover the lived experience of provider stigma
from the perspective of the client and family. In this study, Charles searched client and family
member authored literature relating experiences in mental health care, finding seven books
written in the past 20 years on this phenomenon. Charles analyzed the data using ethnographic
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content analysis (ECA) to identify themes of stigma and stigmatizing behaviors of mental health
professionals. Five main themes were identified through the ECA in this study:
•

Blame and shame

•

Disinterest, annoyance, and/or irritation

•

Degradation and dehumanization

•

Poor prognosis/fostering dependence

•

Coercion and lack of “real” choice. (Charles, 2013, p. 365)

Charles (2013) found negative stigmatizing attitudes of mental health providers were
responsible for the fractured relationship between the healthcare provider and individuals
affected with mental illness. According to Charles, findings of this study further indicated clients
who perceived negative attitudes and stigmatizing behaviors from mental health providers
reported perceptions of stigma, blame, shame, disinterest, annoyance, degradation and
dehumanization in relation to contacts with healthcare providers. Strengths of this study were the
use of ECA to discover personal accounts of mental illness and to achieve an understanding of
the concept of provider stigma from the perspectives of clients and family members. Limitations
in this study related to the generalizability of this research and the possibility that the sample
population was not representative of other clients with mental illness and their family members
(Charles, 2013). Charles recommended future research clarify the concept of provider stigma by
applying ECA to a broader population. Charles also recommended future research on
interventions address provider stigma.
Non-Psychiatric Nurses Attitudes Toward Mental Illness
In a U.S. study, Plant and White (2013) studied ED nurses’ experiences and feelings
caring for persons with mental illness in a non-psychiatric ED. In this qualitative study, Plant and
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White used focus groups to explore the experiences of 10 registered nurses working in the ED of
a general community hospital. Four focus groups were held: two groups with two participants
and two groups with three participants. Plant and White analyzed the data through content
analyses and comparison. Findings from their study revealed an overall theme of powerlessness
that Plant and White (2013) identified as the “big picture” (p. 243). Findings also revealed nonpsychiatric ED nurses’ feelings of not knowing how to help persons with mental illness and
struggling with the challenges of caring for patients with mental illness. Participants identified
communication barriers, management barriers, difficulty securing resources, time-consuming
care, and hopelessness due to long-term stays. Plant and White further identified that all
participants related confidence in their ability to triage and care for patients with medical
illnesses. However, many of the participants identified that triaging and managing patients with
co-occurring mental illness in the ED was challenging and difficult. Participants reported it was
difficult to identify which patients with mental illness were “attention seeking” versus which
patients were seeking treatment for their mental illness. Findings revealed ongoing education and
training in providing care for persons with mental illness was one of the most frequently
discussed needs identified in the focus groups. Further implications of this study included the
need for support from management in providing care in the ED for persons with mental illness as
well as in securing a separate ED for patients with mental illness where patients could receive the
care they required from those who specialized in psychiatric mental health services. Strengths of
this study were the qualitative research design to explore, describe, and interpret the experiences
of ED nurses caring for persons with mental illness in a general hospital setting. A limitation of
this study was due to the small sample size, which might have limited the discussion of
experiences between participants during the focus groups. Plant and White recommended future
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research on the experiences of ED nurses caring for patients with mental illness due to the
paucity of research conducted on this topic.
In a quantitative study at three community hospitals in the southwest region of the United
States, Rutledge et al. (2013) sought to examine non-psychiatric nurses’ perceptions of their
psychiatric nursing competencies. Researchers identified this as the first known U.S. study to
measure non-psychiatric nurses’ perceptions of competency in providing care for patients with
mental illness. A total of 844 non-psychiatric nurses participated in this study by completing the
Behavioral Health Care Competency (BHCC) survey intended to measure nurse competencies in
psychiatric assessment, behavioral health interventions, recommending psychiatric medications,
and behavioral health resources. Findings in this study revealed non-psychiatric nurses perceived
moderately strong perceptions of their ability to assess patients with mental illness and less
strong competencies in implementing crisis communication skills and de-escalation interventions
(Rutledge et al., 2013). Participants in this study reported the least confidence in their skill when
recommending psychiatric medications. Rutledge et al. reported ED nurses specifically scored
higher than all other staff nurses on the four categories measured on the BHCC survey:
demonstrating higher perceived competencies in assessment, intervention, psychotropics, and
resources. Researchers reported the findings of this study demonstrated variability in nurses’
perceptions of competency to care for persons with mental illness, suggesting the need for staff
development to provide knowledge and training in psychiatric nursing competencies for general
staff nurses to ensure nursing competency (Rutledge et al., 2013). Strengths of this study were
the use of the BHCC survey to assess four primary nurse competencies as well as the inclusion
of demographic questions on work setting, years worked in hospital, psychiatric or chemical
dependency experience, and management training. Limitations in this study were the low

43
response rate to the survey, 23% to 41% response rate at the three hospitals who participated in
the study, as well as a study sample in which all nurses participants were employed in the same
Catholic healthcare system. Rutledge et al. recommended future research be conducted in a more
geographically diverse population of nurses working in different settings and healthcare
facilities.
In a quantitative, cross-sectional, mixed methods study in Israel, Ordan et al. (2018)
found stigma of mental illness among postpartum nurses toward mothers with mental illness
contributed to an increase in negative nurse attitudes regarding the ability of these new mothers
to care for their infant. In this study, researchers studied 61 postpartum nurses to identify the
association between postpartum nurses’ attitudes toward mothers with mental illness and nursing
interventions implemented. Ordan et al. reported findings of negative nurse attitudes and stigma
of mothers with mental illness that negatively impacted the therapeutic relationship between
nurses and postpartum patients with mental illness. Researchers further indicated negative nurse
attitudes toward the parenting skills of the mother with mental illness interfered with the
supportive nurse-client relationship, which is essential to foster the mother’s empowerment and
infant care (Ordan et al., 2018). In this study, researchers reported the stigma of mental illness
negatively impacted the therapeutic interventions nurses implemented with the new mothers with
mental illness as well as the postpartum care and support the nurses provided. Ordan et al.
concluded the nurses’ negative attitudes and stigma toward mothers with mental illness affected
the care provided for mothers with severe mental illness as well as the interventions
implemented. According to the researchers, stigma of mental illness negatively impacted the
therapeutic relationship and postpartum care nurses provided for mothers with mental illness.
Another finding of this study was the nurses identified perceptions of their own inadequacy and
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difficulty in providing care for mothers with severe mental illness, reporting taking a
paternalistic approach instead of fostering empowerment for mothers with mental illness in
relation to self-care and care of their infant. Ordan et al. (2018) identified recommendations from
this study for nursing practice related to the need for nurses to provide individualized patient care
that focused on patient strengths and ability to care for their infant instead of a paternalistic focus
due to stigma of mental illness. In this study, researchers identified that although not all women
with severe mental illness might be capable of caring for themselves or their infant during or
after the postpartum period, stigma of mental illness negatively affected the therapeutic
relationship between nurses and postpartum patients with severe mental illness.
In a cross-sectional, quantitative study in Sweden, Bjorkman et al. (2008) sought to
discover attitudes of 120 registered nurses and assistant nurses working in non-psychiatric and
psychiatric settings toward persons with mental illness. In this study, researchers used the Level
of Familiarity Questionnaire (Corrigan et al., 2001) to discover familiarity with mental illness
and the Swedish version of the Attitudes to Persons with Mental Illness questionnaire (Crisp et
al., 2000) to discover nursing staff attitudes toward mental illness. In their study, Bjorkman et al.
found nursing staff working in a medical setting had a higher level of negative attitudes toward
persons with mental illness than those working in a psychiatric setting. Researchers also
concluded nursing staff working in the non-psychiatric setting had the highest negative attitudes
toward persons with schizophrenia as they considered patients with schizophrenia as more
dangerous and unpredictable than patients with other types of mental illness. A strength of this
study was the 80%response rate. Limitations of the study were only 54% of respondents were
nurses with the other participants being nursing assistants and only 36% of nurses worked in an
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acute medical setting. Bjorkman et al. recommended further research with a qualitative design to
explore nursing staff’s experiences and attitudes about patients with mental illness.
In an Australian study of non-mental health trained nurses in the ED, Kerrison and
Chapman (2007) found nurses reported being ill-equipped in providing care for patients with
complex physical problems and co-occurring mental illness. In this qualitative research study,
Kerrison and Chapman conducted a focus group and semi-structured interviews with five ED
nurses who agreed to participate in the study in order to identify what ED nurses needed to
effectively work with patients with co-occurring mental and physical illnesses. Nurses working
in the ED reported feeling ill-equipped in psychiatric knowledge for assessment and
communication skills with persons with mental illness as well as feeling ill-equipped in
managing aggressive or violent patients or those with chemical substance abuse issues. Kerrison
and Chapman reported study findings that related to barriers for ED nurses in providing high
quality care for those presenting to the ED with serious mental illness. Findings indicated ED
nurses participating in this study felt ill-equipped in providing care for persons with SMI in key
areas of mental health assessment, communication, chemical substance abuse, and managing
aggression and workplace violence. Findings also indicated the need for additional training on
psychiatric assessment and theory, communication, aggression management, workplace violence,
and assessing and managing patients with chemical substance abuse issues. Strengths in this
study related to the use of focus groups in a qualitative design to explore nurses’ attitudes,
experiences, and opinions, and to develop an understanding of the meaning of the experiences
from the participants’ perspectives. A limitation in this study was the small sample size with only
five nurses participating in the study. In this study, Kerrison and Chapman recommended future
research using a formal survey of ED staff to identify knowledge and skills in relation to
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workplace aggression and violence encountered when working with persons with mental illness
as well as staff education and training in mental health theory and assessment to improve patient
outcomes.
In another Australian study, Reed and Fitzgerald (2005) sought to understand nonpsychiatric nurses’ attitudes toward providing care for persons with mental illness using a
qualitative, descriptive design to discover the attitudes of 10 non-psychiatric nurses working in a
rural medical hospital. Six major themes were discovered in this study:
•

Dislike of and lack of desire to provide care for persons with mental illness; fear;
lack of education and support;

•

Nurses’ perception that caring for persons with mental illness was difficult and
unrewarding

•

Stigma of mental illness

•

Limited experience and knowledge of mental illness

•

Negative attitudes and poor understanding of persons with mental illness

•

Lack of mental health training and resources.

Reed and Fitzgerald reported that at the time of this study, mental health nursing education was
only beginning to be recognized as an essential component of basic nursing education in
Australia and mental health training for nurses had traditionally been provided by a mental health
team at the hospital. At this time, we do not know if these were the same concerns for U.S.
trained nurses who had psychiatric training in their nursing curriculum. Researchers also
indicated nurses who had received the mental health training provided by the facility reported
greater confidence, reduced fear, and less perception of danger than those who had not received
this training in their position as a nurse. A limitation of this study was the small sample size with
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only 10 nurses participating in the study. Reed and Fitzgerald recommended collaboration with
mental health professionals to provide support and training for nurses in caring for patients with
mental illness.
In a systematic review investigating undergraduate nursing students, Happell and Gaskin
(2013) found psychiatric nursing in Australia was one of the least preferred nursing specialties
and the least popular career option. Negative attitudes toward psychiatric mental health nursing
were a prevailing finding contributing to the nursing workforce shortage in the psychiatric
mental health field in Australia. Accordig to Happell and Gough (2007), nurses caring for
individuals with mental illness reported challenging, frightening, and stressful experiences,
resulting in fewer nurses choosing to work with persons with mental illness after graduation.
Researchers found undergraduate nursing students’ perceptions of fear and anxiety contributed to
negative attitudes toward caring for persons with mental illness, further impacting the nursing
workforce issues in Australia in the psychiatric nursing specialty. Happell (2008) determined that
the negative attitudes of undergraduate nursing students could be positively influenced through
improving strategies in nursing education to provide clinical experiences and educational
preparation to support nurses caring for persons with mental illness.
In a qualitative study of 27 undergraduate nursing students in South Africa, Jansen and
Venter (2015) sought to determine the reasons participants related for not choosing psychiatric
nursing as a career option after graduation. Five major themes were discovered in this study as
reasons nursing students reported for not choosing psychiatric nursing as a career option (Jansen
& Venter, 2015):
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•

Personal factors—Loss of hands-on nursing skills; emotionally tiring work; poor
progress towards patient recovery; dealing with difficult emotional issues; limited
opportunities in practice; no interest in psychiatric nursing

•

Working environment—Unsafe environments; anxiety; unchallenging environment

•

Unprofessional behavior—Poor mental health staff behavior; absenteeism of
nursing staff; poor staff discipline and ethical conduct; verbal and physical abuse of
patients

•

Stagnant learning environment—Poor care provided by nursing staff; out-of-date
nursing knowledge and care provided on mental health units

•

Lack of qualifications of supervisors.

Based on the findings in this study, Jansen and Venter (2015) recommended that
exposing nursing students to psychiatric patients in a variety of settings in the first year could be
helpful in reducing fear and anxiety about psychiatric nursing at the beginning of their career as
well as to help students gain confidence in working with persons with mental illness. Jansen and
Venter suggested focusing on nursing education including interactive workshops with third- and
fourth-year nursing students to provide theoretical content on psychiatric nursing skills, nursing
assessment, diagnosis, nursing interventions, therapeutic communication skills, management of
aggression, and teaching patient coping skills and stress management. Researchers also
suggested training and education in undergraduate nursing education using videos, role play,
case studies, and standardized patient simulations to allow students to practice psychiatric
nursing skills in a non-threatening practice environment.
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Nursing Students’ Attitudes Toward Mental Illness
Puskar and Bernardo (2003) identified the need to retain and recruit psychiatric nurses in
the United States and discover reasons student nurses chose not to go into psychiatric nursing.
The researchers conducted focus groups with student nurses who identified the following reasons
for not choosing psychiatric nursing: lack of technical focus, boring clinicals, minimal skills, no
hands-on nursing, barriers to communication, noncompliant patients, ineffective treatment, and
poor understanding of the role of the psychiatric nurse. Puskar and Bernardo identified strategies
for nursing curricula to address barriers to students choosing psychiatric nursing:
•

Add scientific education on mental illnesses to address the perceived lack of
scientific focus in psychiatric nursing

•

Assure clinical experiences in inpatient, outpatient, and community settings to
allow students to see those with chronic mental illness in both the acute and
community mental health settings

•

Implement recruitment strategies for student nurses using psychiatric nurses as role
models to allow students to discover opportunities in the psychiatric nursing
specialty.

Puskar and Bernardo (2003) also reported that non-psychiatric nurses needed the
knowledge and skills necessary to care for patients with mental illness in non-psychiatric
healthcare settings and nursing curricula needed to be consistent in relation to psychiatric nursing
skills in all undergraduate nursing programs.
Psychiatric Mental Health Nursing Education
It is essential that nursing education provide the knowledge, skills, and competencies
required for nurses to provide care for all persons in relation to their physical and mental health
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status (Cronenwett et al., 2007; Dziopa & Ahern, 2009). In 2003, the Institute of Medicine
(IOM) identified five core competencies necessary for all health care professionals including
nurses to provide quality care for all populations:
•

Provide patient-centered care

•

Provide care in interdisciplinary teams

•

Apply evidence-based practice

•

Promote quality improvement

•

Use informatics.

In an initiative to improve the safety and quality of healthcare in the U.S. health system,
the American Association of Colleges of Nursing Task Force on the Essential Patient Safety
Competencies for Professional Nursing Care developed the Quality and Safety Education for
Nurses (QSEN) framework based on the IOM core competencies to meet the IOM vision for
education of healthcare professionals (Cronenwett et al., 2007). The QSEN educational
framework was designed to provide guidance for all registered nursing education programs to
promote quality and safety in nursing based on the IOM core competencies. The six QSEN
competency statements reflected the knowledge, skills, and attitudes essential for prelicensure
nursing students to possess to provide basic level nursing care upon graduation (Cronenwett et
al., 2007):
•

Patient-centered care

•

Teamwork and collaboration

•

Evidence-based practice

•

Quality improvement
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•

Safety

•

Informatics.

Cronenwett et al. (2007) indicated the QSEN competencies could be used to guide prelicensure nursing education curriculum development as well as to demonstrate achievement of
student learning outcomes and accreditation standards. The Bachelor of Science in Nursing
education does not always provide the specialized education necessary for new graduate nurses
to care for individuals with psychiatric mental health problems (Dziopa & Ahern, 2009).
According to de Jacq et al. (2016), higher levels of nursing education in psychiatric nursing were
found to be associated with a more positive attitude toward caring for patients with mental
illness. Discovering nurses’ attitudes toward mental illness could lead to the discovery of
strategies in nursing education curricula to address the needs of nurses in caring for those with
mental illness (de Jacq et al., 2016).
In a qualitative study to identify nurses’ perceptions of their ability to provide medical
care to persons with mental illness, focus groups were used to study perceptions of 38 nurses
working in acute or community mental health settings in Australia (Happell et al., 2013). This
study also focused on examining nurses’ perceptions regarding the need for education and
training on the physical health needs of patients with mental illness, the type of training and
skills nurses felt they needed, and the most beneficial method of training. Participants included
nurses with varied educational backgrounds, from generalist to specialist, with 56% of the nurses
participating in the study having specialist mental health qualifications. Generalist nurse
participants reported knowledge and skills that were more comprehensive in providing physical
healthcare than did the nurses with specialist mental health qualifications. Happell et al. (2013)
identified four major themes discovered in this study:
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•

The need for physical healthcare training for nurses, especially for those nurses who
have specialist qualifications in mental health. Some specialist nurses in mental
health identified they had less physical health care background and skills than
nurses educated at the generalist level in Australia.

•

Training on physical health needs and assessment that is flexible and structured,
preferably in a face-to-face environment

•

Training that is accessible, and staff is relieved of their patient care duties to attend
the training

•

Organizational commitment to the training goals for nurses in physical health care.
Need for the organization to maintain focus and motivation to provide training to
improve the knowledge and skills of nurses providing healthcare for patients with
mental illness.

Although not identified as a limitation of this study (Happell et al., 2013), the variation of
educational nursing preparation in Australia has included comprehensive nursing education as
well as a specialist version of nursing education in mental health. Happell et al. (2013) reported
current nursing preparation in Australia is based on an undergraduate Bachelor of Nursing
program that is comprehensive and includes mental and physical healthcare. The researchers also
found previous educational models in Australia included nursing education that focused on
psychiatric nursing as a specialty and included medical-surgical nursing but the primary focus
was on psychiatric nursing. Happell et al. identified the need for competence in physical
assessment and health management to address the physical health needs of patients with mental
and physical health needs. With mental health specialist education identified by some nurses in
this study, nurses also reported varying confidence and skill levels in providing physical health
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care to those with mental illness. The researchers indicated further research was needed to
promote nursing knowledge regarding the physical health needs and assessment of persons with
mental illness to have a positive effect on the health status of those with mental illness. Happell
et al. also recognized the need to foster organizational support to implement training that
addressed the physical healthcare needs for those with mental illness.
Theoretical Perspective
Applying the theoretical perspective of constructivism to the current study was
foundational to understanding knowledge development for the discipline of nursing.
Constructivism (Schwandt, 2007) refers to “the belief that the mind is active in the construction
of knowledge” (p. 38). Crotty (1998) described constructivism as “the individual human subject
engaging with objects in the world and making sense of them” (p. 79). Learning is an active
process and the constructivism theoretical perspective holds that our previous experiences,
knowledge, and influences shape the way we see things and how we view the world (Crotty,
1998). The constructivism theoretical perspective relates to how nurses form knowledge about
the nursing metaparadigm of person, health, environment, nursing, as well as how nurses
understand and carry out their nursing knowledge and skills in the practice of nursing (Walker &
Avant, 2011). Nurses build on past knowledge of the physical and mental health needs of human
beings to improve the health and well-being of those in their care (Walker & Avant, 2011). The
constructivism theoretical perspective posits that knowledge is acquired through experiential
learning and is constructed through active participation in real life experiences (Cannon &
Boswell, 2016). Hoover (1996) suggested constructivism is a theory of knowledge development
rooted in philosophy, psychology, sociology, and education, and is significant in the creation of
new knowledge. Constructivism was important as a theoretical perspective for the current
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research study to discover non-psychiatric nurses’ lived experiences in caring for persons with
mental illness. Nurses practice in active learning environments in the clinical setting and are
exposed to new learning experiences constantly in their practice as a nurse. Constructivism holds
that our culture and history shape the way we see things and our view of the world (Crotty,
1998). In constructivism, new knowledge occurs through experience that is interpreted by the
learner based on previous experiences, knowledge, and history (McEwen & Wills, 2014).
Benner (1994) described humans as understanding human experiences through their
culture, language, and activities. Nurses build upon knowledge they possess based upon their
culture, language, experiences, undergraduate nursing education, and experiences as a nurse after
graduation. Constructivism is important in the profession of nursing in order to assist the nurse to
create new knowledge about their environment and experiences as a nurse (Thofehrn &
Leopardi, 2006). Constructivism is a process that continues beyond professional educational
programs to facilitate meaningful learning and knowledge creation from new experiences by
which people construct new meanings and understandings (Greenawalt & Brzycki, 2009). In
working with persons with and without mental illness, nurses create new understandings and
knowledge in many ways including but not limited to previous experiences and education in
undergraduate nursing education, experiences in nursing practice beyond nursing education, and
through continuing education and training. Non-psychiatric nurses are professional nurses who
are active in the practice of nursing and who build upon basic knowledge in psychiatric nursing
through active learning experiences of caring for patients with mental illness.
Nurses might have knowledge and preconceived thoughts and understandings about
mental illness and people with mental illness prior to becoming a nurse that influences their
understanding of mental illness and people with mental illness beyond what was learned in
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undergraduate nursing education. In line with the constructivist theory, individuals who became
nurses might have had past experiences with friends or family members with mental illness or
might have suffered from mental illness themselves, all of which resulted in the nurse having a
broader sense of mental illness than nurses who experienced it from a perspective of only
nursing education or workplace environment (Oates et al., 2018). Research on the effects of
psychiatric nurses’ personal experiences with personal or familial mental illness indicated
previous knowledge and experience affected how nurses negotiated the boundary from
experience as a person and the experience of being a nurse who provided care for a patient with
mental illness (Oates et al., 2018). In the current study, it was important to recognize that each
nurse participant possessed their own understanding of people, mental illness, persons with
mental illness, the profession of nursing, and the nursing paradigm. Each nurse in the process of
knowledge development has constructed their understanding through active involvement with
life, the world, and in nursing practice. The internal process of learning results is the basis for
what each nurse knows about the practice of nursing (Thofehrn & Leopardi, 2006).
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CHAPTER III
METHODOLOGY
Research Problem
There is a lack of understanding on what non-psychiatric registered nurses experience
when caring for persons with mental illness in non-psychiatric health care settings. Few
qualitative studies were found that addressed this phenomenon internationally and even fewer of
these studies originated in the United States. In an integrative review of nurses’ attitudes toward
mental illness, de Jacq et al. (2016) reported that no studies had been conducted in the United
States on non-psychiatric nurses’ attitudes toward mental illness and further research was needed
to discover if attitudes of nurses in the United States toward persons with mental illness varied
from the attitudes of nurses regarding mental illness in other countries. Nursing care is essential
in maintaining the health and wellbeing for all populations and it is crucial that non-psychiatric
registered nurses have the training they need to provide safe care for those with mental illness.
With the life-changing effects of the COVID-19 global pandemic occurring during this research
study, further critical implications were derived from this study’s findings for patient care and
the nursing profession. This study sought to discover descriptions of what non-psychiatric nurses
have experienced since the pandemic began in March 2020.
Research Questions
The following primary research questions guided this qualitative study:
Q1

What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness in a non-psychiatric health care setting?
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Q2

What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness during the current COVID pandemic?

The following areas were explored within the research questions:
•

Describe experiences in providing nursing care for persons with mental illness in a
non-psychiatric health care setting.

•

What is it like to be a non-psychiatric nurse caring for persons with mental illness?

•

What barriers have non-psychiatric nurses experienced in caring for persons with
mental illness in a non-psychiatric health care setting?

•

How did nursing education help to prepare nursing students to care for persons with
mental illness after licensure?

•

What education or training have non-psychiatric nurses had after graduation to help
them provide care for persons with mental illness?

•

What support have non-psychiatric nurses had after graduation to help provide care
for persons with mental illness?

•

Based on experiences in caring for persons with mental illness, what further
preparation or training would help non-psychiatric nurses provide care for this
population?

•

Describe experiences in caring for individuals suffering from mental illness during
the current COVID pandemic.

•

How has the COVID experience affected non-psychiatric nurses emotionally?

•

Do non-psychiatric nurses feel they have had adequate training for what they were
asked to do during the COVID situation?
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Research Methodology
German philosopher Edmund Husserl (2014) described phenomenology as a philosophy
concerned with real experience from the perspectives of those who have lived it. According to
Patton (2015), phenomenology is a qualitative science that aims to help the researcher gain a
deeper understanding of a phenomenon. Descriptive phenomenological research is best suited to
gather data on the lived experience and to inform the knowledge base when there is a lack of
knowledge on a specific phenomenon (Creswell, 2007).
American philosopher Giorgi (2019) based his phenomenological philosophy on Husserl,
Merleau-Ponty, and other philosophical theorists and considered psychology a human science,
which was a new concept in the 1970s. According to Giorgi, descriptive phenomenology is used
to determine the essence of a human experience. Giorgi (2005) posited that human science is the
study of human experience and is “a knowledge-acquiring enterprise that uses an approach and
method that is faithful to the unique qualities of human beings” (p. 78). Giorgi (2005) asserted
that phenomenological analysis does not explain or determine the cause of a phenomenon, but
rather clarifies the lived experience and what the experience means for the person who lived it.
The qualitative phenomenological methodology is best suited to study the human experience and
to understand the shared experiences of non-psychiatric nurses caring for persons with mental
illness (Streubert & Carpenter, 2011).
Research Design
The current study used Giorgi’s (2009) method of qualitative descriptive phenomenology
to discover the subjective lived experiences of non-psychiatric nurses caring for those with
mental illness in non-psychiatric settings and during the COVID-19 pandemic. This researcher
sought to collect data on the lived experience from the perspectives of nurses who had
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experienced this phenomenon. Giorgi’s (2019) descriptive phenomenological methodology was
used in this study to discover the perceptions of non-psychiatric nurses caring for patients with
mental illness in the United States. Giorgi (2018) summarized Husserl’s philosophical
phenomenological method in three basic steps:
•

Describe a phenomenon of human experience

•

Identify essential features of the phenomenon

•

Describe the essence of the phenomenon from the perspective of the person
experiencing it.
Researcher Stance

As the researcher for this qualitative study, my lived experience and background in
nursing has contributed to the experiences, preconceived notions, and biases I hold. In qualitative
research, the researcher is the key instrument of data collection, highlighting the importance of
developing and maintaining an awareness of their personal experience, preconceived notions,
and bias related to the phenomenon (Creswell, 2007). Prior to carrying out this
phenomenological research study, I acknowledged my nursing education, experience, and
preconceived notions in a reflective journal that I have continued throughout the current study. I
identified preconceived notions and understandings I have developed throughout my nursing
career (Creswell, 2007), reflected on my experiences and background in nursing, and used
bridling to hold back my judgments and biases to maintain my focus on the participants'
descriptions, not my own understandings (Dahlberg, 2006). In particular, I identified that I have
a bias that non-psychiatric nurses do not have the specialized skills in psychiatric nursing they
need to care for patients with mental illness and that they need ongoing training and education in
psychiatric nursing provide safe care for this population. I have preconceived notions relating to
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non-psychiatric nurses being fearful of caring for patients with mental illness and of having
insufficient knowledge in assessing for side effects and adverse reactions to psychotropic
medications.
My own career began as a registered nurse on the medical-surgical unit in an acute care
hospital where I cared for patients with medical problems for seven years. I also cared for
patients with co-occurring mental and physical illnesses on the medical-surgical unit, although
the hospital did not provide any in-service training on psychiatric mental health nursing skills to
help nurses care for these patients. Not having the training or skills in managing care for patients
with mental illness who posed a danger to themselves or others resulted in stress and anxiety as a
medical-surgical nurse.
After relocating with my family to southcentral United States and recognizing I was
interested in working with patients with mental illness, I took a position as a registered nurse at a
local psychiatric facility. During the first few months working in the psychiatric mental health
setting, I found I had a passion for caring for this vulnerable population and for helping to assess
for and plan nursing care that addressed the needs of persons with mental illness. For the past 28
years, I have worked in psychiatric nursing as a staff nurse, as a staff development coordinator at
the psychiatric facility, or as a psychiatric mental health nursing instructor at a public university
teaching senior nursing students. During this period, I earned a master’s degree as a clinical
nurse specialist in psychiatric nursing and a post-master’s certificate in nursing education. I
maintain my clinical practice as a psychiatric nurse consultant and as a clinical instructor in
psychiatric mental health nursing. I am acutely aware of the challenges of working as a
psychiatric nurse, particularly the risk to personal safety when caring for patients demonstrating
aggressive behaviors, violence, or who are a threat to themselves or others.
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As a graduate student now seeking a Ph.D. in Nursing Education, I have since developed
an increased understanding of the nurse researcher’s role in adding to the knowledge base in
nursing practice and education. I have become aware of the limited literature on non-psychiatric
nurses' experiences in caring for those with mental illness in the United States. I believe this gap
in the literature resulted in a gap in evidence-based practice and nursing strategies in providing
care for persons with mental illness, potentially negatively affecting patient safety. My nursing
career has provided me with a unique perspective on providing care for all populations and I am
passionate about improving the non-psychiatric nurse's ability to provide safe care for those with
mental illness (Adams, 2015; Harwood, 2017; Kerrison & Chapman, 2007).
Bridling and Researcher Reflexivity
In the current study, I used Dahlberg’s (2006) concept of “bridling” preconceived
understandings, assumptions, and bias to make a conscious effort to restrain from making
judgments and to wait for the phenomena to be discovered (p. 16). I used bridling to hold back
my previous experiences and understandings related to the phenomenon to allow the
participants’ experiences to focus on the data analysis (Patton, 2015; Stutey et al., 2020).
According to Patton (2015), reflexivity is the process of self-reflection for persons to discover
insights about themselves. Through reflective journaling and meditation, I made a conscious
effort to adopt a phenomenological attitude, which Dahlberg describes as actively waiting for the
meanings to appear. I maintained a reflective journal as an introspective tool to acknowledge
previous experiences, assumptions, preconceptions, and biases that could interfere with data
collection or interpretation of the data (Lincoln et al., 1985; Palaganas et al., 2017; Walsh, 2003).
I also documented field notes after every interview, reflecting on my emotional responses and
personal reactions to the participant’s interview (Walsh, 2003).
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I practiced self-awareness and reflexivity before, during, and after the study. I routinely
met with my research advisor and discussed data analysis and emerging themes to become aware
of and avoid any bias or preconceived notions that could affect the research findings. The
research advisor contributed to the confirmability of the study and the validity of the data
analysis and data findings. I also debriefed after several interviews with a doctorally prepared
peer-debriefer with experience in phenomenology to contribute to the validity of the data
analysis and findings.
Research Methods
Institutional Review Board
Institutional Review Board approval was obtained prior to proceeding with any part of
this research study (see Appendix A). Procedures for this study complied with University of
Northern Colorado (2019) exempt status procedures for research involving human participants.
This research study conformed to all ethical obligations regarding research for human subjects
including informed consent, efforts to maximize confidentiality, right to privacy, and protection
from harm (Fontana & Prokos, 2007). All electronic research records will be retained for a
minimum of three years after completion of the study in a password-protected electronic file and
printed transcripts and notes will be kept in a locked filing cabinet for a period of three years
after the completion of the study. Audio and video recordings were deleted after the interview
transcripts were transcribed and verified.
Participants
Eight participants joined the current study. Inclusion criteria for joining the study
included being a non-psychiatric registered nurse licensed to practice in the United States who
did not consider themselves skilled in caring for persons with mental illness and who had
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provided care for persons with mental illness in a non-psychiatric health care setting. To avoid
sampling bias, inclusion criteria included that participants had not had the researcher as a nursing
instructor.
Recruitment Procedures
Participants were invited to join the study via a recruitment letter (see Appendix B) and
social media invitation (see Appendix C). The recruitment letter was sent to nurse colleagues,
nurse managers, nurse administrators, and the Directors of Nursing of several medical facilities
with a request that it be shared with potential participants who met the qualifications to join the
study and who did not consider themselves to be skilled in psychiatric nursing. The social media
invitation was shared on nursing social media sites as well as on professional nursing
organization websites to reach potential participants who met the qualifications to join the study
(Gelinas et al., 2017). This researcher also reached out to the administrators of private nursing
social media sites to request permission to post the social media invitation on the site. This
researcher also posted the social media invitation on public online sites. The recruitment letter
and social media invitation included a (a) general description of the study in lay person’s
language (b) purpose of the study, (c) inclusion criteria, (d) the researcher’s contact information
and school affiliation, and (e) the Qualtrics hyperlink so potential participants would have access
to the informed consent document and demographic questionnaire. The recruitment letter,
informed consent document, and demographic survey were posted on Qualtrics for potential
participants to review prior to considering joining this study. Potential participants were asked to
respond “YES” to the Qualtrics question asking if they consented to participate in this study, and
to email this researcher to set up an interview if they chose to participate.
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Sampling Method
Purposive and snowball sampling was used for this qualitative study to choose
participants based on their relevance to the information sought in the research questions and
study framework (Schwandt, 2007). Purposive sampling is chosen in naturalistic inquiry research
to maximize the range of data uncovered relating to the research questions in order to shed light
on a particular issue of importance (Lincoln et al., 1985; Schwandt, 2007). Remler and Van
Ryzin (2015) indicated purposive sampling is used in qualitative research when researchers are
choosing to study persons with a perspective relevant to the research study. For qualitative
research using purposive sampling, sample size is not considered to be quantifiable and data
collection continues until saturation is reached (Schwandt, 2007). The snowball technique was
used to request nurse colleagues, nurse managers, nurse administrators, and the Directors of
Nursing to forward the recruitment letter to potential participants who had experience with the
phenomenon being studied (Patton, 2015). The researcher also asked current participants in the
study to forward the recruitment letter to others they believed had experience with the
phenomenon and who might meet the criteria to join the study. A total of eight participants
contacted the researcher by email after completing the demographic survey on Qualtrics and
responding “YES,” indicating their consent to participate in the study. This researcher contacted
all eight participants who responded to the Qualtrics survey and set up a date and time to host a
Zoom meeting for the interview.
Protection of Human Subjects
The Consent Form for Human Participants in Research (see Appendix D) was posted on
Qualtrics and included the (a) researcher’s title, name, and phone number; (b) emails for the
researcher and the research advisor; (c) researcher and research advisor’s school affiliation; (d)
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brief description of the study; (e) study purpose; (f) inclusion criteria and sample methods; (g)
research questions; (h) data collection methods; (i) anticipated number and prospective length of
virtual one-on-one interviews; (j) description of efforts to maximize confidentiality; (k) that there
are no costs, compensations, or foreseeable risks for participating in the study; (l) risks, benefits,
and discomforts for participating in this study; (m) methods to ensure trustworthiness; and (n)
that participation was voluntary and participants could decide to withdraw from the study at any
time (Creswell, 2007; Schou et al., 2011).
After reviewing the informed consent (see Appendix D) and demographic questionnaire
(see Appendix E) on Qualtrics, prospective participants were asked to (a) respond “YES” if they
consented to participate in the study; (b) respond to the demographic questionnaire and not
provide any identifying information in the questionnaire; (c) provide a first name pseudonym
that was not their actual name in order to identify their demographics, interview data, and
findings; (d) opt-out of participating in this study by closing the online Qualtrics survey if they
did not choose to join the study; and (e) contact the researcher by email to set up an interview via
Skype or Zoom if they consented to join the study. No participant names or personal identifying
information were used at any time during or after this study and all participants, data, and study
findings were identified using only a pseudonym.
Demographic Data
All demographic information and participant data were identified through the use of a
pseudonym to maximize participant confidentiality. During data analysis, demographic
information collected on each participant was compiled on a Demographic Description of
Participants Table (see Appendix F) to describe the characteristics of the participants (Waltz et
al., 2010). Demographic information requested included (a) current state of licensure as a
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registered nurse, (b) year first licensed as a registered nurse, (c) level of nursing education, (d)
age range, (e) gender, (f) ethnicity, (g) settings where participant had worked as a registered
nurse, (h) additional education or training in psychiatric nursing beyond general nursing
education, and (i) whether or not they had a family member or close friend with a serious mental
illness.
Data Collection
In phenomenological research, the first-person point of view is necessary to maintain
congruency with Husserl’s (2014) philosophical basis of descriptive phenomenology. Data
collection was carried out using Giorgi’s (2009) data collection methods. Giorgi (2009) indicated
the first step in the data collection phase for phenomenological research was obtaining concrete
descriptions of experiences from others. Data collection was accomplished via one virtual semistructured interview with each participant using Skype or Zoom, the interview was
approximately 45 minutes to one hour in length, and participants were notified that they may be
contacted after the interview for one follow-up telephone interview if needed to clarify
responses. Participants were asked to join the interview in a quiet, private location outside of the
workplace. This researcher was also in a quiet, private location during the interview to maximize
confidentiality. In a study to explore the suitability of using a virtual data collection method,
Archibald et al. (2019) described the use of Zoom as a secure and desirable data collection
platform for qualitative research.
At the beginning of each interview, the researcher established rapport with the participant
and described methods to maximize confidentiality (Giorgi, 2009). Participants were informed
that all interview data, demographic information, transcripts, hand-written notes, and data
analysis were identified through the use of the pseudonym and no actual participant names were
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used in any part of this study. This researcher reviewed the informed consent document with
each participant prior to beginning the interview and provided an opportunity for questions and
clarification. For this study, a semi-structured interview guide was used (see Appendix G) to
guide each interview and to secure concrete descriptions of participants’ experiences related to
the phenomenon (Giorgi, 2009). All questions on the interview guide were presented to each
participant and a semi-structured interview process was carried out to allow for additional
prompts during the interview based on each participant’s responses.
The one-on-one virtual interviews were audio and visually recorded using two recording
methods to securely record the interview. Participants were informed the researcher would ask
questions during the interview related to their experiences in caring for persons with mental
illness during their nursing practice and how the current COVID pandemic had affected their
own emotional health. Data collection took place simultaneously with ongoing recruiting and
continued until data saturation was reached and no new themes or perspectives emerged from the
data. . Participants were also notified they would be sent their interview data by email after the
interview analysis was complete to confirm the descriptions of their experiences were accurate
and they recognized the findings found in their interview data (Streubert & Carpenter, 2011).
Field notes were recorded as soon as possible following each interview to document data
not included in the interview such as physical expressions, gestures, and settings. For this study,
field notes and a reflective journal were used to practice personal reflexivity and bridling through
this researcher’s conscious consideration of their own preconceived notions, assumptions, and
biases regarding the interview and phenomenon being studied. The researcher recorded
impressions and reactions immediately after each interview using field notes, allowing for
reflection on the emotional response and personal reactions to the participant interview (Walsh,
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2003). This researcher also debriefed after every interview with the research advisor to continue
self-reflection and to develop insights about their own preconceived notions, assumptions, and
bias, and after several interviews with a peer-debriefer to continue the process of self-reflection.
Data Analysis
Accurate data analysis is critical in assuring research validity and reflects an accurate
portrayal of participants’ statements (Waltz et al., 2010). Data analysis was accomplished
following Colaizzi’s (1978) seven-step method to discover non-psychiatric nurses’ experiences
with the phenomenon and to ensure trustworthiness in the data analysis. Colaizzi’s data analysis
method closely aligned with Giorgi’s (2009) method, with Colaizzi adding the seventh step by
returning the transcript data and findings to the participant for validation of the data analysis
(Edward & Welch, 2011). Colaizzi’s phenomenological data analysis has been used in many
nursing studies and is a “rigorous and robust” method for qualitative research analysis (Wirihana
et al., 2018, p. 30). After each interview, verbatim transcriptions were made using Rev
transcription service and the transcript was checked and re-checked with the interview audiorecording to verify the accuracy of the transcript.
The first step of Colaizzi’s (1978) method of data analysis was conducted by reading and
re-reading each transcript as soon as possible to “acquire a feeling for them, a making sense out
of them” (p. 59). The second step of Colaizzi’s method was to re-read each transcript and to
identify data that related to the research phenomenon. Colaizzi referred to this step as “extracting
significant statements” (p. 59). The third step of Colaizzi’s method was carried out to determine
the meanings of the participants' statements, known as “formulating meanings” (p. 59). The
fourth step of Colaizzi’s method was carried out by combining the formulated meanings into
“clusters of themes” and validating the data findings by rereading the original transcript (p. 59).
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The fifth step of Colaizzi’s method was carried out by developing an “exhaustive description of
the investigated topic” (p. 61). The sixth step of Colaizzi’s method was to “formulate the
exhaustive description of the investigated phenomenon in as unequivocal a statement of
identification of its fundamental structure as possible” (p. 61). The seventh step of Colaizzi’s
method was carried out by returning transcript data and preliminary data findings to each
participant to validate the data analysis of their transcript and the data findings.
During data analysis, this researcher carried out each of Colaizzi’s (1978) seven steps to
ensure the accuracy and credibility of the analysis. This researcher read and re-read participants’
transcripts to analyze descriptions of experiences and to consider and clarify meanings. This
researcher hand-coded transcripts using a color-coded system to transform concrete descriptions
into data and to perform checking and double-checking of the transcripts and coded data to
ensure accuracy. Each participant's transcript was entered into NVivo® to organize data into
codes, themes, and sub-themes. Six main themes emerged during data analysis and a themes
table was developed to compile the six major themes and sub-themes that emerged (see
Appendix H).
Debriefing with the research advisor and peer-debriefer provided further checks of the
data analysis findings and an opportunity to discuss and review interpretations of the data. The
research advisor, who was doctorally prepared and possessed expertise in phenomenological
research, read every transcript to analyze key phrases relating to the emerging themes and to
clarify the meanings and accuracy of this researcher’s data analysis. This researcher and research
advisor met regularly using a virtual format to discuss the data analysis and emerging themes and
subthemes. Debriefing also took place with the doctorally prepared peer-debriefer who read
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several interview transcripts to analyze key phrases and provide feedback on this researcher’s
analysis accuracy.
Risks, Discomforts, and Benefits
There were no foreseeable risks or benefits for participants who participated in this study;
however, participants were informed on the informed consent document that potential
discomforts of participating in this study might be anxiety and stress related to sharing
experiences of caring for persons with mental illness. While there was no direct benefit for
nurses who participated in the study, a potential benefit might be an increased personal
awareness due to reflection on experiences in caring for persons with mental illness. Participants
were also informed indirect benefits might be discovered for the discipline of nursing as what
was learned in this study might help nursing educators, nursing leaders, medical providers, and
medical facilities to better understand what non-psychiatric registered nurses and nursing
students needed to better care for those with mental illness in non-psychiatric health care
settings. Potential indirect benefit to the profession of nursing and nursing education would be
related to the new knowledge developed as well as an increased understanding of the experiences
of non-psychiatric nurses who care for persons with mental illness.
Trustworthiness of the Data
Lincoln and Guba (1985) identified naturalistic inquiry as research carried out in a
natural setting using human instruments to conduct inquiry through interviews and observations.
The validity and reliability of qualitative research is reliant on methods that ensure
trustworthiness of the data and study findings and where the research methods are clear, specific,
and demonstrate rigorous data collection methods (Noble & Smith, 2015; Schou et al., 2011;
Wojnar & Swanson, 2007). Trustworthiness in qualitative research is represented by credibility,
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transferability, dependability, and confirmability, all which are vital in establishing validity,
reliability, and rigor (Creswell, 2007; Golafshani, 2003; Guba, 1981; Lincoln et al., 1985; Schou
et al., 2011; Streubert & Carpenter, 2011). For the current study, Schou et al.’s (2011) criteria for
assessing qualitative research were used to establish trustworthiness. Based on Guba’s (1981)
work in naturalistic inquiry methods, Schou et al. developed the VAKS (Danish acronym for
Appraisal of Qualitative Studies) assessment tool for appraising the trustworthiness of qualitative
research studies. Schou et al. based the VAKS assessment tool on the trustworthiness assessment
criteria of credibility, transferability, dependability, and confirmability, and added a fifth quality
criterion for assessing the trustworthiness of qualitative research: formal requirements.
Credibility
Credibility in qualitative research refers to the accuracy and trustworthiness of qualitative
data and is dependent upon four elements: systematic qualitative data collection, systematic and
thorough data analysis, skilled qualitative interviewing by the researcher, and the central belief in
naturalistic qualitative inquiry (Giorgi, 2009; Patton, 2015; Schou et al., 2011). To address
internal validity and credibility in the current study, the research methodology included
naturalistic inquiry as well as purposive and snowball sampling to select participants who had
lived experiences related to the phenomenon being studied. Credibility was addressed through
semi-structured interviews that were audio and visually recorded to obtain verbatim transcripts.
All transcripts were sent to the research advisor who participated in routine virtual meetings with
this researcher to discuss the qualitative study, interviews, transcripts, data analysis, coding,
emerging themes, bias, and findings. The peer-debriefer was sent several interview transcripts
and contributed to discussions on coding and emerging themes.
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Credibility was further addressed through Colaizzi’s (1978) seventh step of data analysis,
member checking, by returning their interview transcript and coded data to each participant
(Schou et al., 2011; Streubert & Carpenter, 2011). Asking participants to verify the accuracy of
their transcript and interview analysis was important in assuring the credibility of the themes and
findings. Seven participants responded that the transcript data and preliminary coding provided
an accurate reflection of their experiences, although one participant did not respond to member
checking. This researcher practiced reflexivity using reflective journaling to document thoughts,
perceptions, preconceived notions, experiences, and personal bias in an effort to bridle personal
experiences and judgments and allow the experiences of the participants to be revealed.
Transferability
Transferability describes the ability of the findings of a qualitative study to be transferred
to other settings (Patton, 2015). Transferability is determined by the reader and user of the
research, not the researcher themselves (Patton, 2015). Generalizability is not used in qualitative
research since the results in a qualitative study are not generalized to another setting or
population. Instead of generalizability, in qualitative science, transferability or fittingness is used
to apply the findings to other situations as determined by the reader, not the researcher. The user
of research determines the fittingness of the study to transfer to other situations (Patton, 2015;
Streubert & Carpenter, 2011). Transferability for this study was assessed through the
interpretation of the qualitative data and how the understanding gained from this study would be
transferrable to nursing practice and nursing education. The study methods described the
background and context of the phenomenon being studied to facilitate transferability of the study
findings to other situations and settings (Patton, 2015; Schou et al., 2011).
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Dependability
Dependability refers to the reliability the research methods could achieve consistent
findings if the study were replicated. Dependability was addressed through detailing a logical
connection between the data and themes, through prolonged engagement with the phenomenon
being studied, and through the process of qualitative data analysis (Schou et al., 2011).
Quotations of participant statements were accurate and interpretation was supported through
logical assessment and analysis.
Conducting research advisor and peer debriefing sessions during data analysis was
another strategy to address the trustworthiness of the data analysis. Debriefing sessions were
carried out with the research advisor, who is an experienced qualitative researcher, after every
interview and with a peer-debriefer after several interviews to facilitate an external check of the
data analysis and provide an opportunity for discussion and review of interview analysis and
interpretations of the data (Waltz et al., 2010). The research advisor, who is an expert in
phenomenology and human science research, read all transcripts and contributed to data analysis
through debriefing sessions to increase the credibility of data analysis findings. The peerdebriefer, who also holds a Ph.D. in Nursing and has expertise in phenomenological research,
reviewed several interview transcripts. Debriefing with the research advisor and peer-debriefer
assisted tie researcher in recognizing and preventing bias and premature data analysis decisions
that could lead to inaccuracies in data analysis (Waltz et al., 2010). This researcher maintained
records of debriefing sessions in the reflective journal to identify and clarify themes and
perspectives that emerged during data analysis.
Confirmability
Confirmability in qualitative research refers to data findings that are authentic and
congruent with the descriptions of the participants, not the biases or preconceived notions of the
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researcher (Patton, 2015). Confirmability for this study was addressed through debriefing with
the research advisor and a peer-debriefer, reflective journaling during the duration of the
research, and by including descriptions of the background of the researcher to avoid
inappropriate bias that could impact the data (Schou et al., 2011). Confirmability was also
addressed through member checking, which involved contacting each participant after the
analysis of the interview had been completed to verify the accuracy of qualitative findings
(Streubert & Carpenter, 2011). Member checking was performed to confirm the participants
recognized the findings and themes of the analysis of their interview as an accurate
representation of their experiences (Salmon, 2015).
The current study succinctly described the philosophy and philosophical stance used for
the study methods and analysis to avoid inappropriate biases that could impact the data (Schou et
al., 2011).
Researcher Reflexivity
For this study, this researcher intended to focus on discovering the experiences of the
participants without instilling her own perspective, bias, or preconceived notions (Creswell,
2007). Reflective journaling was used by the researcher to practice reflexivity through
consideration and documentation of this researcher’s previous experience, preconceived notions,
assumptions, biases, and self-awareness related to the phenomenon being studied. Field notes
were used in the current study to assist the researcher in practicing reflection and awareness in
order to avoid applying personal perspectives and bias during the study.
Summary
Qualitative phenomenological research was used in this study to discover the lived
experiences of non-psychiatric nurses in the United States in caring for persons with mental
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illness in non-psychiatric health care settings. Descriptive phenomenology is useful when
studying multiple participants’ lived experiences in order to develop a deeper understanding of
the lived experiences for those who have experienced the phenomenon. Giorgi’s (2009)
descriptive phenomenological method was used in this study. Qualitative data collected through
participant interviews were critically analyzed and data analysis procedures included methods
that supported the trustworthiness of this study. Data from this qualitative phenomenological
study will be helpful to the nursing profession to address the gap in knowledge and
understanding of experiences non-psychiatric nurses in the United States might encounter when
caring for persons with mental illness. Data findings will also inform nursing education on what
nurses need to improve their confidence and self-efficacy in caring for this population.
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CHAPTER IV
RESULTS
Introduction
This qualitative research study explored non-psychiatric registered nurses’ lived
experiences in caring for individuals with mental illness in a non-psychiatric setting. Eight nonpsychiatric nurses were interviewed for this study and asked to share their experiences with the
phenomenon. A descriptive phenomenological research method was used to explore the
following research questions:
Q1

What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness in a non-psychiatric health care setting?

Q2

What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness during the current COVID-19 pandemic in
a non-psychiatric health care setting?

The following areas were explored within the research questions:
•

Describe experiences in providing nursing care for persons with mental illness in a
non-psychiatric health care setting.

•

What is it like to be a non-psychiatric nurse caring for persons with mental illness?

•

What barriers have non-psychiatric nurses experienced in caring for persons with
mental illness in a non-psychiatric health care setting?

•

How did nursing education help to prepare nursing students to care for persons with
mental illness after licensure?
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•

What education or training have non-psychiatric nurses had after graduation to help
them provide care for persons with mental illness?

•

What support have non-psychiatric nurses had after graduation to help provide care
for persons with mental illness?

•

Based on experiences in caring for persons with mental illness, what further
preparation or training would help non-psychiatric nurses provide care for this
population?

•

Describe experiences in caring for individuals suffering from mental illness during
the current COVID pandemic.

•

How has the COVID experience affected non-psychiatric nurses emotionally?

•

Do non-psychiatric nurses feel they have had adequate training for what they were
asked to do during the COVID situation?
Study Data

Participants
Eight participants joined this study by completing the Qualtrics informed consent and
demographic questionnaire and then contacting the researcher for an interview. All eight
participants who joined this study were provided an electronic copy of the informed consent and
recruitment letter on Qualtrics before consenting to participate in the study. Each participant
agreeing to join the study provided a pseudonym and identified themselves as registered nurses
with between 8 and 24 years of experience and no additional education in psychiatric nursing.
The educational preparation for the eight participants included Associate of Science in Nursing,
Bachelor of Science in Nursing, Master of Science in Nursing, Doctor of Nursing Practice, and
Doctor of Philosophy (Ph.D.). Participants included seven females and one male registered nurse
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(RN), all between 30 and 59. Of the eight participants, three identified they had a family member
with a mental illness and one indicated they had both a family member and close friend with a
mental illness. Participants who joined this study had experience working in many settings that
included Emergency room (ER), emergency department (ED), intensive care unit (ICU), longterm care (LTC), medical-surgical unit (MSU), obstetrics (OB), and outpatient (OP) medical
clinic. One participant worked in an OP medical clinic as a nurse practitioner (NP).
Interviews
All interviews were recorded using two audio recording devices to ensure the audio for
each interview was captured. During each interview, the researcher used an interview guide in a
semi-structured format to ensure all interview questions were posed to each participant.
Additional prompts were also presented during the interview to explore further participants’
statements relating to the research phenomenon. After each interview, the audio interview file
was forwarded to Temi, a web-based transcription service, to be transcribed. Upon receipt of
each transcript from the transcription service, this researcher verified the transcript with an audio
recording saved on a password-protected computer. This researcher completed field notes
immediately after each interview to record specific information about the environment,
participant behavior, speech, and body language.
After each interview, this researcher verified all transcripts with the original interview
audio recordings to ensure the verbatim transcripts were accurate. Data collection continued as
data analysis was carried out to allow for researcher self-reflection and reflexivity. Throughout
the research process, this researcher maintained reflective journaling to assist in bridling her
preconceived understanding and assumptions (Dahlberg, 2006). Two participants' original
pseudonyms were modified during data analysis to maximize confidentiality. One participant's
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interview was ended prematurely due to a poor internet connection and this interview was
completed via audio-recorded phone conversation.
Method of Data Analysis
Using Colaizzi’s (1978) data analysis method, this researcher began the first step of data
analysis by reading and rereading each transcript to develop a sense of the interview. Colaizzi’s
second step of data analysis was conducted by extracting significant statements through handcoding the printed transcripts using a color-coding system. The process of thematic analysis
following Colaizzi’s third step was carried out and meanings were developed from the data
through reading and rereading the transcripts. Using Colaizzi’s fourth step of data analysis, this
researcher began combing participant statements into clusters and emerging themes using
NVivo® to assist in organizing and storing the data. Colaizzi’s fifth step of data analysis
involved creating a detailed and thorough description of the phenomenon through careful
consideration and reflection on the study data. In the fifth step of Colaizzi’s data analysis
method, emerging themes were examined to develop an in-depth description of the phenomenon.
Colaizzi’s sixth step of data analysis revealed a fundamental description of the phenomenon. The
seventh and final step in Colaizzi’s data analysis method was carried out through member
checking to validate the data findings. Each participant’s interview data were returned to them by
email to confirm the accuracy of the interview and if the coding represented their experiences.
Throughout data analysis, this researcher actively bridled her own preconceived notions and
understandings to allow the voices of the participants to be heard. This researcher practiced
reflexivity and a phenomenological attitude by waiting for the data findings to be revealed
instead of making judgments on the meanings of the participants’ statements.
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Results and Findings
During Colaizzi’s (1978) fifth step, a detailed description of the participants’ experiences
with the phenomenon was formulated. The main research question was:
What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness in a non-psychiatric health care setting?
Six themes were revealed during data analysis and are listed on the Summary of Themes
table (see Appendix H) with an overarching theme of Barriers to Care. Five additional themes
were identified in this study Factors Confounding Adequate Treatment, Support Needs for NonPsychiatric Nurses, Education and Training Needs, Nursing Education Implications, and
COVID-19 Experiences. Five themes were related to exploring non-psychiatric registered
nurses’ lived experiences in caring for individuals with mental illness,and the final theme
identified related to participants' experiences of working as a nurse during the COVID-19
pandemic.
Discussion of Themes
Theme 1: Barriers to Care
A central overarching theme emerged from the data analysis as all eight participants
shared experiences as a non-psychiatric nurse encountering barriers in caring for persons with
mental illnesses. In addition, all participants discussed multiple barriers in providing care for this
population regardless of the non-psychiatric setting in which the nurse worked.
Lack of Mental Health Resources
Having a lack of mental health resources was identified by all participants as a common
barrier in treatment for patients with mental illness. Participants shared experiences of being
unable to get the psychiatric help their patients needed while in an acute medical facility. Three
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participants shared the difficulty of locating mental health follow-up resources for patients upon
discharge from a medical setting. Olivia stated:
I would say that the biggest barrier that I’ve seen was really helping the ER nurse
manager…..helping her to navigate the sheer number of psychiatric patients that present
to the emergency department and the resources and the lack of resources that are
available within our state in helping to find placement for these patients and not just
placement, but placement that we felt like would be a therapeutic environment related to
the problem that that patient was facing. That, to me, was the biggest barrier.
Olivia also discussed concerns that patients with mental health problems were taking up beds in
the ED that were needed for other patients with more critical physical illness: “They’re taking up
beds for patients that have truly emergent needs, but we can’t just put those patients in other
locations.” Olivia expressed concern that the ED staff often could not locate a psychiatric
treatment facility to transfer the patient to in order to receive psychiatric care:
So, even if you have that population [psychiatric unit], if your beds are all full now,
you’re looking elsewhere. And many times, we would get patients that would just be
dumped on us. Different communities would bring them in a vehicle and then try to drop
them off at the door and leave. Or, then we truly didn’t know where they came from, how
they got there. And the patient may tell us they were living at a certain home and that
their employee just dropped them off. So we would call them back, and they would either
not respond, or they would ask why we didn’t feel we should treat this patient. And that
was not the intention. So, we’d have patients in the ER sometimes for days because we
couldn’t find a placement.
Paisley discussed the issue of housing patients with mental illness in the ED until an
acute psychiatric facility could be located who had an open bed to transfer the patient to:
Yes, that’s exactly it, that is the biggest issue that we had, just trying to find placement
for them. And then I guess behind that might be having a sitter. And, then on those busy
nights, when we would have multiples, like having a better place to keep them. And this
is probably going to sound terrible and that’s not the way I mean it, but, you know,
they’re taking beds that we had other emergencies coming in needing too. And there were
some nights that we were like, where can we put them so that we could take care of the
stroke [patient] that’s coming in. And so, there were conversations about how to handle
that too, but we just couldn’t come up with a solution.
Paisley added she was concerned that patients with mental illness were being housed in the ED
due to a lack of mental health resources: “And unfortunately, because of the amount of mental
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health patients that we had and things like that, there was some nights there was especially one
that I can recall that we had six mental health patients in the ER and no place to send them.”
Paisley shared that as a non-psychiatric nurse in the ED, she felt helpless to try to find placement
for patients with mental illness who needed psychiatric help:
It’s just what to do, because they had nowhere to go. Cause we knew that they needed
help, we just kind of felt helpless because we couldn’t do anything. I know that some of
our ER physicians would even attempt trying to call out of state just to try to help get
these patients placed somewhere and we wouldn’t have any luck.
Hanna shared that as a NP, she saw patients as a medical provider who had been
discharged from a facility without adequate follow-up to support their mental health needs:
I had a lot of psych patients….with mental health needs even, extreme, they had been
hospitalized and they discharged them without a primary care provider or anywhere to
go. They need someone to prescribe psych meds, that wasn’t necessarily in my scope of
practice, but my scope of training.
Hanna also discussed the lack of mental health resources and her frustration as an advanced
practice nurse caring for people with mental illness in an outpatient setting: “But when I went to
the department and called them for like, okay, what are our mental health resources? Um, I kid
you not, there were more resources to help people’s pets and children. And so, it was super
frustrating.”
Lack of Psychiatric Treatment in the
Emergency Department
Paisley shared that as a non-psychiatric nurse, she felt patients with mental illness were
housed in the ED and did not receive the care they needed for their mental illness due to the
inability to find placement in a psychiatric facility:
We just, we knew we could not provide them with what they needed. And we
consistently just felt stuck, like what do we do? And unfortunately, we didn’t know what
we can do. So, I know that there was talk before I left about possibly some more training
and stuff like that, but they had been talking for years about getting some training, and it
hadn’t happened. So, we would try when we could to go in and sit and talk with them.
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Paisley further shared her experience caring for patients in the ED who did not receive
psychiatric treatment while waiting to be transferred to a psychiatric unit:
We did have a brief telepsych so we could roll the cart in there, and they could evaluate
them and say, yeah, they need to go somewhere. But there was never actually the
counseling and the help that they needed. Like they didn’t do that part of it. So, like
whenever they were in there for that 72 hours, they would just stay in there with no
further psychiatric care. We, as the nurses, we would just go check their vital signs every
few hours, make sure that they were fed, make sure that they were toileted, had what they
needed.
Challenges in Rural Healthcare
Settings
Five participants working in rural health care facilities expressed concerns about locating
a psychiatric facility to transfer patients to who needed inpatient psychiatric mental health care.
Participants shared that often psychiatric beds could not be found and instead, patients would
stay in the ED or ICU at the rural healthcare facility due to the inability to locate a treatment
facility with an open bed:
We didn’t have a social worker. We were able to utilize in the ER the crisis center. And
so, whoever their advocate on call was, typically an LPC [Licensed Professional
Counselor]. I think they covered several counties, and then if there was nobody who was
taking call, then you were just like, good luck.
The lack of resources in rural health care settings is a significant issue, resulting in patients with
mental illness being held in the ED with nowhere to be transferred to, and with no mental health
treatment. Hanna shared:
I worked in ICU, so we would get in a rural ICU setting where there is no acute inpatient
mental health facilities….we would get either someone who was medically, there was a
medical necessity, like overdose, or, you know, violent behavior, things like that because
we have a ratio and, you know, an area that was contained mostly. My experience was
usually it went okay, but sometimes we had rooms, you know, and expensive equipment
destroyed, lack of resources, you know.
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Paisley described experiences of caring for patients in the ED in a rural health care
facility for extended periods due to the inability to locate an acute psychiatric facility to transfer
the patient to:
So, no place where they could have a place to stay and get the care that they needed. We
were basically just housing them in the ER. And there were several times you know, you
hold them for 72 hours in the ER. There were several times that we made that 72-hour
mark just, and unfortunately, we didn’t have telepsych at our hospital because we’re
more of a rural facility. And so, we didn’t have the ability to truly get them what they
need.
Several participants working in rural health care facilities discussed issues of insufficient
staffing in non-psychiatric units to ensure safety when a patient was admitted who was an
immediate danger to themselves or others. Helen identified the staffing for nurses in a rural ED:
We only ever have two nurses in the ER at a time. So, if we get one [patient] that’s really
trying to hurt themselves, then we’ve got the barrier of keeping them safe, but we’re
limited on staff. So, trying to find ways to be one on one with them when you really don’t
have the staff, especially if you have another critical patient.
Olivia identified concerns in providing adequate staffing in a rural setting to supervise patients
who arrive in the ER exhibiting psychosis or behaviors of danger to themselves or others:
And so, what happens is then we have these bottlenecks in the ER and the ER is not the
appropriate place for them to get care because they get to the ER and they are either
suicidal and we don’t have enough staff to monitor them appropriately, or they have
some other psychotic event and they’re placing other patients at risk.
Keeping Patients Safe
All participants shared experiences of caring for patients with mental illness and of their
concerns for patient safety. When asked to describe experiences they had had in providing care
for patients with mental illness, participants shared many experiences in caring for persons with
mental illness. Amelia, an ICU nurse, shared her experience of caring for a patient who had
attempted suicide: “And she was on suicide watch, suicide precautions…and she wanted to leave
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and she hadn’t been in there very long. And we still, we couldn’t let her go because she was at
risk for trying to attempt suicide again.”
Helen described experiences of being an ED nurse caring for patients with mental illness:
There’s been many. Anything from the suicidal patients, those that are just the cries for
help, the teenagers that broke up with their boyfriends or had a fight with their friends
and threatened to take a bunch of pills or found a bottle of ibuprofen and took the whole
thing. You know, those type, we’ve seen a lot of those. The more extreme cases [we] had
some that were having visual hallucinations. One almost cut her arm off in the process.
Paul discussed keeping patients and others safe in the LTC setting:
So thankfully I had that background to be able to help some of my patients through the
years. I had one that was in a schizophrenia episode or a manic episode…and was
becoming a harm to themselves and others. And so thankfully the background I had
allowed me to help keep her safe and get her medicated in a way that, that we could get
her to the next level of care.
Mabel described efforts to keep patients safe on the OB unit:
You would get a mom who would come in, she would have depression, she’d have
substance abuse issues, and she would be pregnant, and sometimes she would be suicidal.
So, we had SI [suicidal ideation], polysubstance, and she’s pregnant. So, what am I
supposed to do, what trumps what? So, then you have two units trying to figure out,
psych says “Hey, wait a minute, we don’t take care of babies”, and OB says, “We don’t
take care of psych patients.” So, you’re stuck trying to figure out how to manage this
pregnant patient with a mental health issue, who says “I’m going to kill myself, or hurt
my baby.”
Providing a Safe Physical
Environment
All participants discussed barriers to providing a safe physical environment. An example
was medical equipment and objects in the patient’s room that had the potential for patient harm.
Paisley shared her experience of preparing a room in the ED prior to the arrival of a new patient
with mental illness:
We would always make sure if we knew we were getting a psych patient, we would
always go clear and try to secure the room the best that we could. We did not have a
room that was designated specifically for a suicidal patient, but we would go in there and
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like remove all of the cords and remove any extra chairs or anything like that. Just to try
to do what we could to make it as safe as possible.
Paisley also described her experience of having patients with mental illness in the ED
who had tampered with the biohazard sharps container affixed to the wall in the patient’s room:
They were never taken out because they were locked to the wall. However, I will say that
we did have at least twice psych patients go in and they started digging in them and
everything. So, we ended up if in like that instance, what they did was they went in and
they did close them up and pull them out of that room.
Olivia shared an experience of a pregnant patient in labor on the OB unit who used the
medical equipment in an attempt to harm others:
She’d get very, very angry and she would threaten to harm them [staff]. She would use
profanity, she would scream. She would try to climb out of the bed. She once took the
cables of the fetal monitor out of the fetal monitor and started to swing it at people. And
so, to me was very much a risk of danger to herself and others.
No Quiet Place
Two participants shared experiences of having patients with mental illness where the
environment itself was a barrier to treatment due to noise, activity, and movement of people or
equipment. Olivia shared regarding the environment on the MSU:
When you have a patient with significant psychiatric illness, and you put them in a
medical-surgical population where there are beeping IV [intravenous] pumps, there are
people laughing or people crying, or there’s, you know, movement, a lot of movement
with bumping carts. And, you know, the nurse’s station can be loud. I’m not sure that’s
therapeutic for all of those patients with psychiatric disorders. And, you know, years ago,
we figured out that there needed to be separate care units for patients that needed critical
care or patients that needed obstetrics or pediatrics. Yet for psychiatric patients, we
continue to try to put them in, make them fit the mold of the patient who’s had their
gallbladder out or the patient who has pneumonia or C diff [Clostridium Difficile] or
those types of things.
Helen described the environment in the ED as less than optimal for persons suffering
from mental illness:
Even the environment itself is a barrier because there is no quiet area for those patients.
There’s stuff coming in, there’s stuff coming out all the time. They can perceive another
patient coming in as somebody spying on them or something like that. So, the
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environment in itself is extremely stimulating for a patient that probably doesn’t need any
more stimulation. So that in itself is just a huge barrier for us.
Patient Vulnerability
Five participants discussed patients’ vulnerability when experiencing symptoms such as
mania, paranoia, or psychosis. These symptoms confounded the nurse’s ability to care for the
patient and keep them safe. When asked what it was like to be a non-psychiatric nurse caring for
patients with mental illness, Helen shared her experience of caring for a patient in the ED who
was suffering from a chronic mental illness, paranoia, and altered thought processes:
Had one that was hearing voices and completely freaked out, slamming his head into
some items. Just tons of lacerations. We couldn’t keep him. Anything we did, he thought
we were trying to experiment on him, those types of things. So, a whole wide range of
patients there.
Helen described the challenges of caring for a patient with altered thought processes:
“It’s just, we have this last one that was having hallucinations and things like that, and very, very
paranoid schizophrenic. So that made a challenge.” Mabel recounted her experiences caring for
patients with co-occurring mental and physical disorders and psychosis: “So, if they had a
medical issue, we had to get the medical issue under wraps, but in the meantime, they would be
like in acute psychosis of some sort. So, you were trying to manage the medical issue and the
psych issue altogether. “
In contrast, Paul described his previous experience as a teacher and a coach and working
with students who were combative and physically assaultive had resulted in the development of
skills in managing patient aggression:
I had one [patient] that was in a schizophrenia episode or a manic episode, we can say,
and was becoming a harm to themselves and others. And so, thankfully, the background I
had allowed me to help keep her safe and get her medicated in a way that we could get
her to the next level of care.
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Mental Physical Comorbidities
All participants shared experiences in caring for persons who were being treated for cooccurring mental and physical illnesses in a non-psychiatric setting. Hanna, an NP working in an
outpatient medical clinic, described her thoughts about persons with mental and physical
illnesses being cared for on medical units instead of on psychiatric units: “ I would be
comfortable saying most mental health care goes on outside of that environment. It’s in the ICU,
it’s at med surg. It’s in family practice. So yeah, it’s everywhere. It’s a big part of what you do,
whether you signed up for that or not.” Hanna noted the difficulty caring for persons with
concurrent mental and physical illnesses: “Because so, you know, a lot of times those are
juxtaposed with their acute physical illness, but that exacerbates, you know, their psychiatric
illness.”
Mabel described how comorbidities could exacerbate either or both conditions:
We had this big guy, he was like six foot three. He weighed like 250 pounds. I think like
in liver failure or something like that, but had not been taking medications for
schizophrenia. So, he of course has had an exacerbation. He was out of control. Just, it
was just like so intense. So then having to be able to manage him so we could get his
medical issues under control.
Amelia described the importance of caring for patients holistically: “I think that it is good
that we are mindful, that it is good to take care of the patient, like holistically mind, body, spirit.
And I think that we get focused in on the body a lot. So, be mindful of the mind, you know, of
that other portion of the person.”
Substance Use
Three participants related their experiences of caring for patients with substance use
disorders. Mabel elucidated about caring for a pregnant patient who had addiction issues and cooccurring depression:
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The biggest thing that I run into in labor and delivery and perinatal nursing is drug
addiction, dual diagnosis patients. It’s a predictor for postpartum depression. Sometimes
you don’t even realize that they even had postpartum depression with their previous
pregnancies. They didn’t know what it was, didn’t know what to expect, didn’t know
what it felt like.
Mabel went on to describe experiences of working with pregnant women who were admitted
with co-occurring addiction problems:
And, we had a provider who was an excellent psychiatric provider, but he did not believe
that pregnant women should go on methadone. And, OB says, wait a minute, this baby
has been on drugs since their entire existence. You can’t just all of a sudden say, hey,
we’re going cold turkey here. Cause, we don’t know the effects on this fetus of
withdrawal.
Hanna noted the complexity of caring for a patient with an alcohol use disorder in an OP
medical clinic:
And he said, I have a problem. I have to quit drinking. How much do you drink a day?
It’s like substantial. And he goes, I tried to quit on my own, but I’m hearing and seeing
things. So that’s like, you know….that’s an acute need. So I’m like, okay, are you seeing
and hearing the things now? Yes, I am, but I know that that’s not, I realized that’s not
really happening, but it’s really happening to me, I need help.
Hanna went on to describe the frustration experienced with few options available to get the
patient treatment for addiction and withdrawal:
So, he’s not safe to drive, I can’t put him in a car, he doesn’t have any resources, friends,
family, church, anyone that can take him. So, I called the ambulance. The ambulance is,
you know, mad, we are using their resources, but I’m like, well, he’s unstable. …He got
there, and they didn’t feel like he was dramatic enough to keep, they sent him home and
he lived alone. And so that night he ended up calling the nurse on call and was, you
know, these voices and things he heard, he was going to do something bad to his
neighbors, so they had to call the police and the ambulance and guess where he ended up.
Family Presence in the Emergency
Department
Paisley described experiences in caring for patients in the ED with mental illness, both
with and without family members present. Paisley stated that having family members in the ED
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with the patient was not always a positive situation and, at times, created additional problems for
the patient and the nursing staff:
One of our policies in our ER was that family did not come back with them, especially
initially so that we could do that evaluation. And we could have them on the telepsych,
like originally there was family allowed and what they found out is that it ended up being
more of a problem because the family would try saying, well, this is what’s going on.
Paisley expounded on her experience:
If the patient was irritable and stuff like that and family calmed them down, there were a
few instances where we would let them back. More times than not, the family member
that brought them in was the family member that seemed to irritate them more though.
And so that’s why we would kind of restrict that coming back there and stuff like that.
Significant safety issues had occurred in the ED when family members were present,
which then affected hospital policies about having visitors in the ED. Paisley added: “We
changed that policy at one point and let them start having family members back. And then we
ended up having more problems. Like we’d actually have assaults in the ER and things like that.
And so then we went back to the policy of no family.”
Theme 2: Factors Confounding
Adequate Treatment
Communication and Therapeutic
Relationship
Four participants discussed communication barriers when working with patients with
mental illness. Communication was mentioned as a barrier for a non-psychiatric nurse who is
trying to develop a therapeutic relationship with patients with mental illness. Helen identified
communication as a barrier in developing a therapeutic relationship with patients with mental
illness:
I think the biggest issue is finding an appropriate way to communicate with and manage
them. I think that’s the biggest issue for those of us that aren’t really proficient in the
psych side. …I think the biggest issue with the psychiatric patients is really dealing with
a communication issue. Even with the depressed type suicide patients that aren’t
hallucinating, paranoid, those type, sometimes getting them to talk to you is really, really
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hard. They want to close up. They don’t want to admit to anything. They think they’re
going to be in trouble for stuff. It’s just really trying to get them to understand that we’re
not there to get them in trouble. We’re not there to hurt them, harm them in any way.
We’re not going to be mad at them.
Jo discussed her efforts to communicate with patients who have a mental illness:
I think nurses are very fearful of getting a patient with psychiatric diagnoses because
what do I do? What do I do? I know this is about communication. It’s not about me
giving them a medication or starting an IV, it’s all those soft skills that I don’t get to
practice over and over and over again.
Time Constraints
Three participants shared time constraints were a significant barrier in caring for persons
with mental illness. Participants identified that in non-psychiatric settings such as the ED and in
outpatient medical clinics, the nurse was limited on time to spend with each patient. Jo described
time constraints as her biggest issue as a nurse in a busy outpatient medical clinic: “For me
personally, I think that’s my biggest barrier. I have decent soft skills. I’m not going to say
communication skills. I have experience, so for me, that time issue is my personal biggest
barrier.” Jo shared her concern that all patients needed more time than she could take with them
as a nurse in an outpatient medical clinic and that individuals with mental illness took more time:
“Absolutely, they take your time. It doesn’t fit quite as much, or quite as well in that little box.
People without a mental health diagnosis need more time. So, for people with mental health
illness, they’re going to take even more time.” Jo shared her perception of time constraints:
I’m in a [outpatient clinic], very busy, patients have mental health issues from depression,
too, all through the gambit, as we are trying to help them treat their heart, cardiac issues,
and help them to understand that we are trying to help and trying to work within their
limitations is a challenge. It’s a real challenge.
Paisley identified that she needed more time with patients with mental illness and to work
on communication:
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I also feel like when actually we have the time to sit and talk with them, which wasn’t
very often, but if we did, you kind of learn a little bit about them, and it did give you an
opportunity to work with like your therapeutic communication skills. And so that was
probably a positive. But for the most part, you just kind of felt helpless and frustrated and
things like that being the nurse caring for them.
Paisley expressed frustration that as an ED nurse, she was responsible for the care of patients
with critical medical conditions, limiting the time she had to provide the care that people with
mental illness needed:
At times you can just call it frustrating. Because as an ER nurse, you have so many other
things going on, and you know, our other patients there we could provide care for and get
them to where we needed them to go. But these patients, unfortunately, sometimes we
couldn’t, you know, we knew what they needed, we just couldn’t provide them with what
they needed. So that was something that was frustrating.
Helen shared that time constraints were a barrier in developing a therapeutic relationship:
“We didn’t really take the time to build a relationship with the patient that you need during a
nursing situation where you’re with them for a longer period.”
Fear and Anxiety
Two participants expressed their own fear and anxiety were barriers to care for patients
with mental illness. Jo shared she believed non-psychiatric nurses were fearful of being assigned
a patient with mental illness:
We have a real fear of it. I think nurses are very fearful of getting a patient with
psychiatric diagnoses because what do I do? What do I do? I know this is about
communication. It’s not about me giving them a medication or starting an IV
[intravenous], it’s all those soft skills that I don’t get to practice over and over and over
again. What do I do? What will happen if I try to start an IV on someone and they freak
out because of some disorder, what do I do?
Jo identified anxiety as a prevalent emotion as she cared for persons with mental illness:
Yeah. Anxiety, anxiety, you know, you, the average person without mental health issues,
although we all have them, right. But you’re going to go in and you’re like, I’m going to
start this IV. And this medication is for your blood pressure. And this medication is this.
But if you have someone who has some paranoia yet, they’re not going to believe you

93
that that’s what that’s for, but what do you do? What do you do? You have orders, these
orders have to be followed. How, how are you going to talk to this person?
Olivia responded when asked if she had any concerns for the patient’s safety or the safety
of others while caring for a pregnant patient who was exhibiting psychosis:
And I was afraid of her myself, but I felt like I had a pregnant nurse who was working
labor and delivery, and so that would’ve been a completely inappropriate assignment.
And the other nurse that was working back there, she, when she walked into the room,
she didn’t even say anything to the patient yet, and the patient started screaming at her.
Stigma of Mental Illness
One participant shared her thoughts of being aware of preconceived notions about
persons with mental illness. Amelia discussed caring for a patient who had attempted suicide and
her personal struggle with being nonjudgmental:
And I think there’s also just not another memory that stands out, but just sort of the
stigma of somebody who’s mentally ill. And I feel like I’m a pretty open-minded person
and nonjudgmental, but I feel like just even having those preconceived notions of what a
mentally ill person is, and sort of being aware that I had these judgments about people to
try not to treat them differently.
When asked what barriers she experienced in caring for persons with mental illness in a
non-psychiatric setting, Amelia stated: “Maybe just a lack of the sensitivity towards the mental
health and mental illness, and how it impacts people.”
Theme 3: Support Needs for
Non-Psychiatric Nurses
Clinical Experts
Several participants shared they had no access to psychiatric mental health experts to
contact when they were experiencing difficulty in caring for persons with mental illness. When
asked what support they have had in providing care for patients with mental illness, several
participants shared their experiences of a lack of support with no one to call for help with
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expertise in caring for patients with mental illness. When asked what type of support she had had
after graduation, Helen responded:
As far as on a professional level, there really hasn't been a whole lot at work and stuff.
There's been some situations where, like my patient with the multiple facial lacerations,
literally it was everything we could do to keep him in the ER. There was a blood through
our entire ER, through cat scan, you name it, it was a disaster. It looked like a disaster.
Things on how to better, I want to say, keep the patient safe, but post situation
discussions on ways to maybe improve it next time. But as far as overall support on the
professional level, really not.
Paisley shared feeling frustrated by the support and communication from administration
about ongoing problems ED nurses experienced in caring for patients with mental illness:
I hate to say anything about administration because maybe there were conversations
going on that we don’t know about, but I do know that we got very frustrated with what
else can we do to help them. And you know, we never had any solutions, so but again,
those may have been conversations going on and they just weren’t able to come up with a
solution, but we weren’t in on that process, which I feel like that’s a whole new ball game
to go down the road of administrators and communication.
Olivia commented on her efforts to provide support for nurses as a nurse leader:
I have tried to help other nurses who were bedside in dealing with that because many
times, you know, you think if you have a psychiatric unit within your hospital that solves
most of your issues, but unfortunately, it doesn’t. What it does do is it does bring some
expertise in the house and that is helpful. But what it doesn’t do is you can’t take all the
psych nurses to med surg when there’s a med surg patient that has a psychiatric issue.
Mabel perceived a lack of support as a significant barrier in caring for persons with
mental illness: “And that barrier is not being able to just pick up the phone, and have a resource
that I can call to come and support me in providing support for this patient. Whether it’s
medications or counseling.”
Support from Non-Psychiatric Providers
and Healthcare Team Members
All participants shared perceptions of the support they had received. Paul discussed
working with health care providers who were supportive and helpful:
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Thankfully, I’ve had some good providers who have sat with me and explained to me,
and worked with me on that aspect of, okay, what’s going on, you know, what
medications and, they’re really good about saying, okay, bring me a problem, but bring
me your answer as well, bring me your solution as well.
Paul added:
We’ve had some administrative changes and managerial changes in the last couple of
years. And now we have some providers who are more hands on, let’s use this
medication, let’s do what we have to do to keep everyone safe. And we haven’t always
had that.
Paisley shared the support she received from the health care team members she worked
with: “I did feel supported with the team and everything.” She also described ways she felt
supported:
We had our security guards who could help, and our physicians were really good. Like I
said, sometimes they [patients] could be a little combative and stuff like that, and our
physicians were excellent at being right there to help us and you know, support us, and
make sure that nobody got hurt. They were very good at, well, let’s try this, let’s try this.
You know, they were willing to try different things to try to ease the situation. So, our
physicians, our other nurses, you know, and the rest of the team that I worked with were
excellent at helping each other. And so, I think just that department as a whole is just
really good at doing it.
Support from Hospital Security, Local
Police, and Sitters
Paisley discussed needing to use security personnel for safety even when they did not
have adequate training:
We had several instances in which they become very combative. And usually, what we
would end up having to do is call security because we were not trained for the most part
on how to care for those patients. …So, we would try when we could to go in and sit and
talk with them, I will say that we had two security officers there that I don’t actually think
had any formal training, but they were amazing at working with them.
Paisley also identified that hospital security was a means of support:
So those security guards, they would go in there, they would talk with them actually like
sit down and talk with them and have conversations. And our psych patients, they really
seem to like them. I can’t confirm, like I said, that they had any formal training, but they
were just so good with talking to them.
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But, as long as security didn’t have anything else going on, it was security’s job to
kind of stay there with them. And we only had one security guard in our facility. And so
that security guard was responsible for staying with the psych patient and for securing the
rest of the hospital.
Paisley went on to identify that the local police department was also a support for the ED staff
who were caring for these patients:
The local police were extremely supportive of us as well, whenever we would call, they
were there within a matter of minutes and would help us do whatever they needed to help
us do. And they were, several of them, they were excellent in handling the mental health
patients. Whenever they would come in, they were able to deescalate, you know, talking
to them and all of that kind of stuff. So, I will say that was an excellent support as well.
Helen added regarding support during a crisis: “Generally, we can call PD, they'll come
in for the most part and sit with them. Again, with us only having two nurses, we're super, super
limited.” Helen added to her discussion of support from the local PD, stating:
But generally, if I tell them, ‘Look, this patient is either going to hurt me or hurt
themselves. We need somebody here right now’, they’re usually pretty good. Even if they
don’t stay the whole time, at least coming and trying to help diffuse the situation and then
going.
Two participants in the current study shared that the medical facility where they worked
had “sitters” on some hospital units who were available to monitor patients with mental illness
who posed a potential danger to themselves or others. Paisley discussed how this was not her
experience in the ED:
Just security, we never had any sitters available. I know that up on the floors if they were,
for some reason admitted for something medical before they were transported, I know up
on the floor, sometimes they had sitters, but down in the emergency room, it was only the
security guards.
Support from Leadership and
Administration
Olivia shared her experiences in reaching out to nursing administration to get help in
caring for patients with mental illness who were pregnant and in the OB Department:
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But many times, as a bedside nurse you call the house supervisor and what you get is I’m
sorry, there’s nowhere else to put this patient and she’s pregnant. She’s not going
anywhere else. And okay, well, is there a way that we can have another nurse come down
to help us manage the psychiatric situation while we manage the pregnancy? And that
was never an option. At the time, because there weren’t any nurses in the building that
had that expertise, and then later in a leadership role, that was one of the things that we
did do.
When this researcher asked if she felt supported by nursing management and
administration in caring for patients with mental illness, she reported:
And if we couldn’t bring a psychiatric nurse down to help at least initiate conversation,
evaluate the patient, get the psychiatrist involved as well. What we could do was have a
nurse manager and a director of the unit come down, and one or the other would help
with the communication and facilitating the care and the development of the care plan.
And I think that was probably a pretty good level of support having seen that type of
practice over the years, and that is a barrier…. I was able to help implement that process
because that is just so much, it feels like you’re no longer helpless. You understand what
you’re dealing with now, you know, what things can help. And most importantly, you
know, what things not to do because they will make the situation worse.
Helen also discussed the support she had from hospital administration as a nurse in the ED:
Sometimes, weekends there is not. It’s each person for themselves really, just cause we’re
so limited staff. During the week, we’ve got a little more help from about 8:00 to 4:00.
Outside of that range, we’re a little more limited. Again, being a small hospital, most of
the supervisors, admin type people go home between 4:00 and 5:00. So that can put us in
a situation as well.
Hanna stated: “I don’t think so. I think it is a topic that has been avoided in my experience and
that’s exactly the kind of experiences that we’ve had.”
As a nurse manager, Paul shared his experience in supporting the nurses in the LTC
facility when they were dealing with a patient and needed help:
So, whenever we have an unruly resident during the day that I’m here, I normally get a
phone call and I’m asked to come help. So one of the things my staff knows that if I am
in the building, they’re going to be safe because I am going to put myself between harm
and them, and try to keep my residents safe, but also keep my staff safe.
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Paul added:
Yeah, it’s a challenge. It’s a great challenge, because as nurses we’re looking to help
maintain the health and then when we have a crisis, well, we’re not prepared for that
crisis all the time, or we’re told we can’t treat the crisis as we feel that we need to, and
with the corporate aspect of nursing these days, you’re being given directives from
people who don’t know what the frontline is actually having to go through. So it’s a
challenge to say the least.
Mabel shared her experience regarding lack of support: “I don’t think that leadership
recognizes that we all need to be trained on how to deal with these types of patients. So, it’s
literally like if your experience hasn’t taught you how to deal with these patients, you’re kind of
just out there floundering.”
Theme 4: Education and Training
Needs
Advocacy Training
Two participants identified their experiences of advocating for patients with mental
illness and mental health services. Mabel shared her experience in caring for a pregnant patient
who had a substance abuse problem:
We had a provider who was an excellent psychiatric provider, but he did not believe that
pregnant women should go on methadone. And, OB says, wait a minute, this baby has
been on drugs since their entire existence. You can’t just all of a sudden say, hey, we’re
going cold turkey here. Cause, we don’t know the effects on this fetus of withdrawal.
Mabel went on to share her experience in advocating for her patient:
I’m just trying to advocate for the patient. What is safest for this patient? And a lot of
times you have to step in and say, hey, at the end of the day, if mom’s not safe, baby’s
not safe. No mom, there is no baby. So, at the end of the day, mom’s needs have to come
first. Because, without her body, there is no baby.
Olivia shared experiences of advocating for mental health resources at a state level:
I had multiple meetings with the state…trying to communicate the need for more
resources. I actually went to the Capitol and spoke to our state representative and our
senators about the fact that there is a significant need for mental health services in the
state. And that it’s just not there. It’s just not being addressed appropriately.
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Specialized Training in Psychiatric
Intervention Skills
Two participants shared experiences of being concerned about having staff with adequate
training to monitor patients with mental illness. Olivia shared that she recognized that staff
working in the ED were fearful of patients with mental illness and might not have the training
needed to care for this population:
We had two psychiatric rooms, right beside each other, and then everybody else was
down the hallway, but we did that because we could not have an RN sit with those
patients all the time. And many times, given the resources, we may not be able to have an
aide down there. And if we did, what level of training did they need to sit with these
patients? Many people were afraid.
Paisley relayed her experience in the ED and her concern that the staff was not trained to
manage aggressive patients:
We had several instances in which they [patients] become very combative. And usually
what we would end up having to do is call security because we were not trained for the
most part on how to care for those patients. They did offer training one time while I was
there, but of course it was during a day shift and I work night shift. I couldn’t make it to
it. So most of the night shift team did not have training on that.
Paisley identified the staff sitting with patients with mental illness who were admitted to the ED
were often security guards:
Just security, we never had any sitters available. I know that up on the floors if they
were, for some reason admitted for something medical before they were transported, I
know up on the floor, sometimes they had sitters, but down in the emergency room, it
was only the security guards.
Olivia recounted her experience of identifying training needs for staff working with
patients with mental illness on non-psychiatric units:
I served as the hospital educator…performing needs assessments with each unit, and
having these repeating themes of, we have the psych patients we don’t know what to do
with. What emerged was we needed some team training. So we put together some
teamwork collaboration training, how do you work effectively in teams?
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Telehealth
Four participants identified telehealth as a benefit in helping nursing staff with issues of
placement and care for patients with mental illness. Paul shared his experience in the LTC setting
with being able to contact a psychiatrist for help with a patient with mental illness through the
use of virtual conferencing technology: “And so thankfully, we do have also a telehealth
psychiatrist provider that we get to work with as well. So that’s a bonus.” Additionally, Paisley
shared: “We did have a brief telepsych so we could roll the cart in there and they could evaluate
them and say, yeah, they need to go somewhere. But there was never actually the counseling and
the help that they needed. Like they didn’t do that part of it.”
In contrast, Jo pointed out that using telehealth was not the same as conducting a face-toface patient assessment:
Telehealth is not the same as sitting in a room with the person, even in my own
[outpatient medical] practice, talking to a patient about ‘you have any shortness of
breath’? Do you have any when you’re sitting at home?’ They are not going to tell you
the truth, they aren’t, and you can’t see the body language, and you can’t see anything
else that’s going on with them. I can’t do a blood pressure. I can’t, you know, check heart
rate. I can’t do an EKG. It’s not the same. It’s better than nothing. It’s not the same.
Theme 5: Nursing Education
Implications
Pre-Licensure Nursing Education
Participants shared positive and negative feelings about how their nursing education
benefitted them in caring for patients with mental illness. Four participants expressed feeling
well prepared to care for patients with mental illness after completing their nursing program and
feeling confident to provide safe care. Three participants discussed their nursing program did not
prepare them for caring for patients with mental illness. One participant stated she could not
remember her nursing education in mental health nursing. Olivia disclosed that her nursing
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education helped her to implement the skills of de-escalation and psychiatric assessment once
she began working as a nurse:
I would say that de-escalation techniques and having conversation using de-escalation
techniques was probably helpful for me and was something that I had thankfully had
some exposure to in the program of study that I went to, and also recognizing some of
those psychiatric assessments was helpful in at least recognizing.
Olivia added:
I would say that the education that I received as a BSN [Bachelor of Science in Nursing]
prepared registered nurse provided me with enough knowledge to recognize that there
was a psychiatric situation that was occurring. …I felt like it was a good education, but it
was very difficult patients that probably requires much more than one semester of nursing
courses that help you to care for those patients.
Paisley discussed her feelings about her nursing education: “I feel like my education was
very good in the fact that I was capable of taking care of them confidently.” Helen commented
on the experience she had in mental health nursing education: “We did an entire semester on
psych. So, they really did focus on the fact that that was an area that needed to be covered, which
was nice.”
In contrast, four participants indicated their nursing education in mental health nursing
provided minimal clinical skills. Hanna discussed her experience: “As a younger nurse, back in
the day when I went to school, we did process recordings. I can promise you that prepared me nil
for the real world.” Hanna also added that she felt she had little time in the clinical psychiatric
setting during her nursing education program: “It was borderline absurd, but back in the day we
went and spent a week at the [hospital] and we stayed in rooms on a hall. You know, overnight
for a whole week. That was the extent of our clinical training.”
Paul discussed his experience in his mental health nursing education: “Nursing program
gave us two days in a psych unit and reading in a book.” Mabel shared her perceptions on how
her nursing education program prepared her for caring for patients with mental illness:
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I don’t really feel like it did, honestly speaking. I feel like it literally just, you know, you
touched the basics, it’s kind of like you learned enough to pass the boards, and that’s
basically what it comes down to. But I feel like it’s like that with was all aspects of
nursing unless it’s just straight med-surg medical. Same thing with OB and peds, you
learn enough to pass the boards.
Amelia commented on her nursing education in mental health nursing: “You know it’s
not something that actually stands out, since I don’t really remember it.”
Post-Licensure Education Needs
Participants discussed their experiences of education and training in caring for patients
with mental illness since beginning their career as a nurse, either provided by their workplace or
sought out themselves through continuing education. Amelia described:
The last hospital that I worked at didn’t really offer that much continuing education, and
mostly the continuing education that was offered was more medically focused.… I knew
some of the nurses on behavioral health, so if I had an issue we could call them, but it’s
just not something that in continuing ed that is offered, it’s just not, it doesn’t seem like a
priority.
Helen commented on the training and education provided by the medical facility:
I really think, as far as actually providing care to the psych patients, we haven’t had a
whole lot. Most of our training has been more safety-based, like this is what you have to
document in your charting for suicidal patients. The hourly rounding, the safety checks,
the one-on-one, those types of situations. That’s with any psych patient. Our trainings
more been on how to document it properly, what’s required as far as documentation.
With that, it’s how to keep the patient safe, but it hasn’t helped at all with communicating
and actually managing and dealing with those patients.
Paul shared: “You know, I haven’t had very much on psych, true psych. The [facility] did
start a program several years back about suicide awareness and suicide prevention.”
Amelia added:
I don’t know actually, it is not something that when I am doing my continuing ed, it is not
something that I seek out. Even though I would be the first to tell my students as a nurse
educator, people with mental issues, they are in all sort of settings, you need to be
familiar with this. But I don’t think that for I myself, other than just my own selfeducation with the people I come across in life, looking things up.
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Hanna, who works as an NP in a medical clinic, stated she sought out continuing
education on mental illness on her own: “So most of mine was through continuing education. I
would always pick that for continuing ED at least one in that area every year, because it was
such a big part of my practice, whether I wanted it to be or not.”
Specialized Skill Development
When asked what further preparation or training they believed would help nonpsychiatric nurses provide care for patients with mental illness, all participants shared their
thoughts on skills needed after graduation.
Advanced Therapeutic Communication Strategies. Three participants commented on
the need for further training in communication skills to help them provide care for patients with
mental illness. Jo reflected on her desire for training:
I think the biggest one would be some type of communication type training. Having some
way, and it’s one of those that you just can’t simulate it to really practice and train and
things like that. But those patients that just are, they’re hearing things or seeing things,
you can’t get them to come back into a reality phase. They’re out in their own space and
everything you do, they interpret completely different from what you’re trying to do.
Helen discussed the need for training on communication skills: “I think if you had more
training on communicating with those patients, you could get a lot further with them.” Paisley
discussed the training she felt would help her care for patients: “I would think that
communication with suicidal patients would be excellent and de-escalation measures.”
De-Escalation and Management of Aggression Techniques. All participants identified
the need for further training after licensure in skills of de-escalation and managing patient
aggression. Helen shared she felt non-psychiatric nurses had not had enough training on deescalation techniques: “Really, we’ve done quite a bit on the safety side of it and what to remove
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from a room and things like that, but just the ways to deescalate a situation or regain control of a
situation if it were to get out of hand, those types of things.”
Paisley discussed her concerns for not having training on de-escalation or management of
patients who exhibit aggressive behaviors:
We had several instances in which they become very combative. And usually what we
would end up having to do is call security because we were not trained for the most part
on how to care for those patients. They did offer training one time while I was there, but
of course it was during a day shift and I work night shift. I couldn’t make it to it. So most
of the night shift team did not have training on that.
Jo stated: “There is a CPI [Crisis Prevention Intervention] training class that you can
take, it’s in-house and they train you with escalating situations.” Olivia shared her experience as
a nurse educator: “Yes. And we did provide them with education, every nurse, instead of just
those in ER, and OB would receive training for de-escalation, we would do simulation for it.”
Updates on Legal Implications. Amelia shared her desire for training on the legal
implications of holding a patient who had attempted suicide against their will:
And she was on suicide watch, suicide, precautions …And, she wanted to leave and she
hadn’t been in there very long and we still, like, we couldn’t let her go because she was at
risk for trying to attempt suicide again. So, not really being familiar with like, what am I
legally able to do as a nurse? I can’t like throw myself on her and keep her from leaving.
So, knowing some of those legal things I wasn’t really familiar with. Just, not being
familiar with some of the legalities, you know, checking my own judgments.
Psychotropic Medication Updates. Three participants commented on their desire for
further training on medications used in psychiatric nursing. Amelia disclosed that further
education related to psychotropic medications would be beneficial to her as a non-psychiatric
nurse: “Being aware of the pharmacology, and as somebody that takes care of somebody in the
acute care setting, some of the interactions. Maybe helping to deal with people who are in crisis.”
Amelia added that knowing the implications for discontinuing psychotropic medications when a
patient was admitted for a medical problem would be helpful to her as a non-psychiatric nurse:
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People are coming here, and they’re sick, and their mental, their psychotropic drugs, they
get stopped abruptly. That’s sad, that isn’t really Maslow’s hierarchy of needs, you know,
the ABC’s kind of thing. Those drugs, I think, kind of get put by the wayside, but you
know, those are important too. So just not being aware of that.
Paul indicated his desire for increased education on psychiatric medications when to give
as-needed medications, and when it would be appropriate to hold these medications: “We need
more education on PRN medication and how to give, when to give, the appropriate holding,
things like that.”
Olivia described critical information about the need for non-psychiatric nurses and
physicians to receive education and training on the use of psychotropic medications and side
effects that might be life-threatening. Olivia identified that patients admitted with mental illness
might be taking medications that could cause serious, life-threatening conditions non-psychiatric
nurses and even physicians might not be familiar with:
I think that the education to recognize things like neuromalignant syndrome [NMS] and
serotonin syndrome were significantly needed. We provided that to our physician staff as
well as the hospitalist team, because many times we would get these patients that were to
be admitted to the psych unit and they were already in this. But when they would get
there the psychiatrist would say that they were sick, and they had to go to med-surg first.
They would be septic and they would have either NMS or serotonin syndrome. And so
recognizing and understanding the criticality of those situations is incredibly important.
Olivia commented that the frequency of having patients with NMS or serotonin syndrome
increased when the facility had an inpatient psychiatric unit. Olivia stated that patients with
NMS or serotonin syndrome were treated on a medical unit and non-psychiatric nurses and
physicians might not have the education and training needed to care for these patients. Olivia
indicated that nurses and physicians might need further specialized training to manage care for
these patients:
I think that once we, the nurses and the physicians, were all on the same page about
those conditions and what was to be expected, then we had more of a basis to understand
how to care for them. And so, I think that that was certainly helpful education. And once
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we implemented that education, we didn’t have another patient that passed from either
of those conditions. But unfortunately, prior to that, we did. And so, you know, I think
when you can say that for the two years prior to that education, you had some deaths
related to those, and then the two years after it, you didn’t have any, and then that
continued of not having deaths from it. I would say that that’s a pretty good indication
that the education was appropriate and effective.
Addiction and Withdrawal Treatment. Three participants discussed experiences of
caring for patients with substance abuse disorders. Mabel described her experience in caring for
OB patients who were admitted with drug addiction issues during pregnancy or labor and who
required consideration of treatment for withdrawal. She discussed problems related to sudden
withdrawal for a patient suffering from addiction and how this affected the medical status of the
fetus:
Because then you’re stuck with, ok, we’re going to start a medication for substance
abuse, so how does this affect her baby? So, then we’re talking continuous monitoring
for this patient who now needs a 1:1 sitter, and we’re trying to figure out how to manage
her medications, and we don’t have the specialists or the resources to really do that.
We’re just trying to do the best that you can. You can’t just all of a sudden say, hey,
we’re going cold turkey here, cause, we don’t know the effects on this fetus of
withdrawal.
Mabel shared her concern for laboring patients who were being treated for addiction and the nonpsychiatric nurse’s need for education and training to know how to manage the patient’s care:
You have a pregnant patient on Suboxone or Subutex, how do I manage her pain? Or, I
have a pregnant person with, you know, gallstones and pancreatitis or something crazy.
And she’s on Subutex or Suboxone, how I manage her? I think being able to have
policies in place, protocols in place …where we work collaboratively as a team to get
those things in place.
Mabel suggested training that would be beneficial to help non-psychiatric nurses deal with
patients exhibiting psychiatric symptoms:
How about we have some psychiatric drills. How about we have some scenarios, and you
walk in, and all of the sudden you think that you’ve got a normal situation, and all of the
sudden you don’t, all of a sudden you have a pregnant women who is looking at you and
saying ‘I feel like I want to die, and I don’t care if this baby lives or dies. Well, what do
you do then?
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Hanna described her experience caring for a patient who was withdrawing from alcohol
on his own and experiencing psychosis: “So, he’s not safe to drive, I can’t put him in a car, he
doesn’t have any resources, friends, family, church, anyone that can take him. So, I called the
ambulance. The ambulance is, you know, mad, we are using their resources, but I’m like, well,
he’s unstable.”
Theme 6: Coronavirus Disease-19
Experiences
Due to the timing of this research, which began and ended during the COVID-19
pandemic, the second research question for this study was:
What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness during the current COVID-19 pandemic?
Participants were asked to discuss their experiences of caring for patients with mental
illness during the COVID-19 pandemic and how this experience affected them emotionally.
Participants were also asked to share if they felt they had adequate training for what they were
asked to do.
Impact of Visiting Restrictions
Four participants described experiences of enforcing visitation restrictions and the
potential impact on the patient. Amelia discussed the policy for restricting visitors due to
hospital policy:
Yeah, you couldn’t have family, the only time that family members were allowed in was
if they were actively dying. And that was even other non-COVID patients, so, and it is
affecting non-COVID patients as well. The hospital had sort of a blanket policy, no
visitors unless active birth active death.
Paul described his experiences enforcing visiting restrictions in the LTC facility:
I don’t have the answer, but I know that what we’re doing, it’s not working either. The
amount of sadness has increased. The depression has increased. The behaviors have
increased. Our dementia guys don’t have a clue why they can’t go hug their loved one.
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When they’re at the curbside, just six feet away, they don’t understand why we’re putting
a glass barrier between them and their loved one. And they can’t go talk to them and they
can’t go do what they want to do. We have families wanting to come in the building that
can’t come in the building and say goodbye to their loved ones. Or, they get to come in,
and we put them in a chapel, and they don’t get to have those last touches. You know, it’s
affecting everyone. We’re, we’re killing our guys and girls, we’re killing our patients and
trying to keep them safe. And I get it, as a clinician, I get it. I don’t always agree with it,
but I get it. And so, that’s what we’re dealing with. That’s what we’re fighting.
Paul also discussed concerns for restricting family members from spending time with patients in
the LTC facility:
We have created a barrier between our residents and the outside world, and we’ve created
it for their safety and I get it. I totally get it, but I’ve lost too many of my guys and girls
that aren’t able to have their family by their side, that weren’t able to hold those hands,
that weren’t able to get those last kisses, those last hugs, and those last meaningful
touches for closure in their life.
Amelia talked about her experience of spending less time at the bedside with the patients
since the COVID pandemic due to hospital protocols:
So, I don’t know about caring for people with mental health issues, but I do know that
with the patients in their rooms, and we are really encouraged not to go in there at all, or
only when necessary, so I think isolation and fear, could have a profound impact on those
who do have mental health issues.
Lack of Resources
Two participants discussed the lack of availability of personal protective equipment
(PPE) during the pandemic. Amelia related her experience at the beginning of the pandemic:
“We don’t have the resources to care for these patients sometimes. That was made evident at the
beginning of the pandemic when I was working in the hospital, we were told that we had to wear
the same N95 mask for five shifts.” Amelia added: “There was talk of offices and departments
that had dealt with planning for a pandemic, maybe at the high level of the government, maybe
now people will plan more, stockpile, hopefully this will help us prepare for anything that may
emerge in the future.”
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Mabel discussed the availability of PPE at one medical facility:
I feel like the organization that I work….I feel prepared, and they are a well-oiled
machine. And they have the N95 set up to cycle cleaned, and picked up and dropped off,
and delivered to the unit. It’s a well-oiled machine and you kind of know where you
stand and you know what to do.
Mabel identified a difference between facilities in the availability of PPE:
[Another] facility does not handle things as smoothly. So, there’s still sometimes a
question of, I mean, we have gotten into circumstances where I got a COVID positive
patient I took care of. And now I need a new N95 because once I take care of this patient
with this N95, I have to get rid of it. But they’re locked up in a manager’s office and it’s
Saturday night at 2:00 AM.
One participant described telemed and the benefit of using technology to facilitate patient
care during the pandemic. Hanna commented: “I think I’ve done a lot more telemedicine, in
terms of things that I would normally want to lay eyes on in the clinic. Well, again, here we are
again mitigating.”
Pandemic’s Emotional Impact on
Patients
Five participants described how the pandemic was affecting patients emotionally. Helen
described her experience of caring for a patient in the ED during the pandemic and recognizing
the patient’s fear: “She was fearful of everything. It wasn’t just that. The nasal swab was just
added to it.” Helen relayed her experience of attempting to screen a patient in the ED for
COVID-19:
The COVID screening, there’s only a couple I can think of that we really had any issues
with as far as the psychiatric side so far. Most of them that we needed to place were just
the suicidal type that were calm depressed. They weren’t trying to fight you. They
weren’t anything like that. It’s just, we have this last one that was having hallucinations
and things like that, and very, very paranoid schizophrenic. So that made a challenge.
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Helen added:
We had one just a couple of days ago that we want to do a nasal swab on her and she was
convinced we were putting drugs up her nose. How do you convince these patients that
you really are not trying to hurt them? You are there to help them. They just have to trust
you and they don’t trust anybody.
Amelia contemplated how patients might feel when in the ICU with fewer visits by the
nurse: “I do know that with the patients in their rooms, and we are really encouraged not to go in
there at all, or only when necessary, so I think isolation and fear, could have a profound impact
on those who do have mental health issues.” Amelia commented on patients having reduced
contact with their family members:
Yeah, you couldn’t have family, the only time that family members were allowed in was
if they were actively dying. And that was even other non-COVID patients, so, and it is
affecting non-COVID patients as well. The hospital had sort of a blanket policy, no
visitors unless active birth active death.
Jo added her perception of the negative effect of the pandemic on patients she sees in the
OP medical clinic:
I mean, I see elderly patients who have declined during this time because they can’t have
visitors. They can’t go out. They can’t go to church. They can’t, and they’re just
declining. Their heart is, is fine in every other way, you know that they’re not going to
live much longer. And it’s directly related to COVID-19.
Paul shared his experience in caring for patients in the LTC: “I hate to keep going back to
this pandemic, but, you know, since March we’ve just really seen an uptick in the issues that
we’ve had with mood and behaviors and things like that.”
Coronavirus Disease-19’s Emotional
Impact on Non-Psychiatric Nurses
Seven participants discussed their thoughts and experiences about the effect of the
pandemic on them personally. Paul commented on his concerns for the stress and trauma nurses
experience during the pandemic:
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And so it’s just, it’s taken a toll on everybody. And I don’t know how many years it’s
going to take us to recover, you know? You know, is it going to be in 15 or 20 years,
were you a part of COVID-19 in 2020? If so, join this, you know, you can be reimbursed
for this for blah, blah, blah. You know, I wonder about those things and I worry, you
know, PTSD, are we going to have some PTSD struggles through this?
Paul added: “I’ve had friends who have been near death. At this point, I don’t know that I’ve lost
anybody from COVID. But it’s stressful, you know.”
Mabel described the effect on her emotionally:
And I feel like before I wasn’t concerned, but now I get nervous about the people I love
who work on COVID units and things like that. And before it didn’t, I was like whatever.
But I feel like the more time goes on, even though I feel like we’re doing better with
managing it than we were when it all started. I get nervous and anxious about not myself,
but like the people that I love.
Mabel added: “I’ve always been the type that takes things in stride. But now I feel like there are
realities kind of starting to kick in and now I’m nervous.”
Olivia discussed her concern for the stress nurse educators feel due to the reduced clinical
time for nursing students:
Just as a nurse and nurse educator, I think it’s been stressful. I think my biggest concern
is preparing future nurses to go care for patients when they haven’t had as much hands-on
experience. So for me, it’s a little scary and worrisome and it’s stressful because we’re
trying to do everything we possibly can to better prepare these students to jump into this
crazy world here in a few months and take care of patients. So I think for me, that’s,
that’s what it’s been, you know, stressful and worrisome.
Olivia commented on her perception of how the pandemic is affecting nurses, and her own fear
about nurse burnout and compassion fatigue:
I hear that on a board that I serve on that nurses are continuously saying things like we’re
exhausted and not just physically, but mentally exhausted and tired. And, we don’t see an
end to this. And so, you know my fear as a nursing leader is that the nurses’ burnout, we
know it affects patient quality. And when in compassion fatigue, you know, at some
point, their capacity for having compassion is going to be outweighed by their fatigue and
giving of themselves so heavily to others. And so I think that’s probably a big concern
that we have, it’s something that COVID-19 has shown us that that is a possibility
because quality has a little bit less of a focus right now in many industries and not just
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healthcare, but that’s one where it’s certainly more concerning. But quality has taken a bit
of a back burner to survival.
Olivia added how the pandemic has affected her as a non-psychiatric nurse:
I would say that I have probably a little bit of fear, it’s manageable fear, but there is some
level of fear there. …What I tend to see is there are some recurring themes there, and
those themes are hopelessness. Because they tend to feel hopeless and helpless, then they
stop. Many of them aren’t applying those strategies and evidence-based practices that we
know are effective and useful because they’re burned out. They’re exhausted. And when
we’re mentally and physically exhausted, we don’t make good decisions. …Fear and
uncertainty. Absolutely. I think there’s probably a sense of loss of control too, because,
you know, I see strategies that seem to be useful and working, but many are ignoring
them such as masking and social distancing.
Three participants shared concern and worry about their own family members who were
hospitalized during the pandemic and the visiting restrictions in place regardless of if the patient
was positive for COVID-19 or not. Jo shared her traumatic experience when a family member
was hospitalized with a non-COVID illness and were still under the visiting restrictions in place
for the pandemic. Jo began crying during the interview when recounting her experience of the
death of her loved one:
My [family member] becomes very ill, not with COVID-19, but becomes very ill.
Nobody can go in and see him…. So I’m dealing with working nights and I don’t have
my cohorts, my coworkers around me. I’m dealing with my [family], trying to figure out
what my [family member’s] DNR [do-not-resuscitate order] says, and what does he
want? And their continuing, like they’re doing all the things he never wanted, like a
feeding tube, and intubate him. And they do all this stuff, and long story, we can never
see him. Nobody can go into the hospital, we never see him, trying to do like nursing
assessment through my [family]. Um, so …. ‘ask him this’, and he dies.
Mabel shared regarding her concern for her family during the pandemic:
And I feel like before I wasn’t concerned, but now I get nervous about the people I love
who work on COVID units and things like that. And before it didn’t, I was like whatever.
But I feel like the more time goes on, even though I feel like we’re doing better with
managing it than we were when it all started. I get nervous and anxious about not myself,
but like the people that I love. I haven’t seen my grandmother since the Fall started. I was
nervous, she’s in her 80s.
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Paul shared his concern for family members during the pandemic: “I’ve had friends who
have been near death. At this point, I don’t know that I’ve lost anybody from COVID. But it’s
stressful, you know. I’ve got my [family] that lives [near] me. …. So I don’t know, am I going to
bring the virus to [them]?”
Personal Stress and Distress from
Enforcing Visiting Restrictions
Participants shared their experiences enforcing visiting restrictions. Paul voiced his
distress in keeping family members from having close contact during visitation with a patient in
the LTC facility who was at the end of his life: “Now, we do have what’s called compassion
visits for some of our end-of-life guys. I mentioned the chapel, they’re allowed to go into the
chapel. It’s supervised, they get 30 minutes to an hour, twice a week.” Paul expounded on the
special visitation protocol for those patients at the end of life:
So these are our end-of-life guys. You know, I’m still flustered with that as well, cause
you know, you’re not going to keep me from loving all my family members if they’re
dying. I’m sorry, but it’s gonna take you and everybody else to hold me back. And that
may be the last time I hug my family, but I’m gonna hug him and I’m going to kiss them,
and they’re going to know that I love him. So, you know, I’ve told him be glad it’s not
my family cause we’d be fighting. I’d lose my job. It’d be over with.
Paul added about his personal feelings regarding visitation restrictions:
I’ve told my bosses, I said, I don’t agree. I said, I’m going to do my job, I’m gonna do
what I’m supposed to do, but I can do not agreeing with you, because, I’m a professional
and that’s what professionals do. You know, if I turn my back, cause I sneeze and they
get a hug or something, I can’t help that. I’m going to tell them when I turn back around,
if I catch him, you can’t do that, but I’m going to do my job to the best of my ability.
Now, if something happens and I get called out of the room, I mean, I can only do what I
can do.
Mabel shared her experiences of how visiting restrictions affected patients in the labor
and delivery unit when the pandemic began:
So, first we told brand new mom, can you imagine this, it’s your first baby, you’ve never
done this before, you may be in your twenties, pushing it, or you might be 19. And we
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say, because of this pandemic, we can’t have any visitors, not even dad. When COVID
first hit, we did not allow anyone in to support mom during this point. And then we told
her, and if you’re positive, we’re going to take your baby. So, that’s how this first started,
you can’t have any support, and we’re going to take your baby.
Mabel explained that as the pandemic progressed, visiting restriction policies were
updated and new policies were implemented: “And then we went to, you can have a visitor, and
you can only have that one visitor, and they cannot leave this room. They eat when you eat, they
leave this room, they must leave the hospital.” Mabel shared that the new visiting restriction
policies further challenged the patient and the visitor, causing anxiety and stress: “COVID added
a layer to anxiety and edginess, and I don’t even know how to explain it, but it affected the
patients as well as the visitors that were trapped in the room with them.” Mabel described the
difficulty of keeping the one visitor allowed contained in the patient’s room for long periods of
time, and her own thoughts on how difficult this was for the patient and the visitor:
So, now you’re talking about a week of not being able to leave these four walls. Not even
to grab a candy bar from the machine. It was insane, it was intense and insane. We’ve had
dads threaten providers, a couple months ago we had a dad literally say if you don’t let
me in this building, I’m coming back up here to basically to blow you away.
Olivia discussed enforcing visiting restrictions during the pandemic:
Typically, you know, you have multiple family members that are there, and it creates
issues with family dynamics. Who’s that one selected person that gets to attend the
delivery, or, who’s that one selected person that’s there when the patient is expected to
pass. That is, I think some of the difficult situations this pandemic has placed not only our
patients in, but you know administrators and bedside nurses and caregivers in, but
ultimately the patient has that as an issue.
Olivia added regarding limiting visitors during birth and her concern for the usual cultural
consideration of having multiple people present in the hospital room for the birth of a new baby:
“There are some cultural concerns there because there’s only one person allowed in the
delivery.”
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Coping Skills: Trying to Find a
Balance
Paul shared his concern about how the pandemic was affecting him and his family:
We’re both stressed. We’re both not sleeping well, we’re both, you know, mentally and
physically exhausted, spiritually exhausted. We’re not able to even go to church, you
know, because we’re worried about all of this. And so it’s, it’s trying to find a balance
and home life and work life and then spiritually and trying to make all this work. And so
it’s just, it’s taken a toll on everybody.
Paul added: “That’s just God. God has been the one that’s taking care of all this. However, you
feel religiously, I’m just giving all the credit to God because there’s, there’s nothing that we are
doing to keep this virus out of our building. He has been the one that’s blessed us.” Paul
verbalized his concern for the current trauma and the impact of the pandemic for nurses: “I
worry, you know, PTSD, are we’re going to have some PTSD struggles through this?”
Hanna described her experiences which she feels helped her to cope with the pandemic:
It has not had the same impact on me emotionally as I think it has for most people only
because I was diagnosed with cancer two years ago and had chemo. So, I’ve already done
the mental process of what everybody’s doing with, oh my gosh, I’m going to die,
everyone’s going to die. My world was turned upside down. I’ve already had a crisis. So,
I’ve already got that skill set and I’m like, okay, I’ve already done this. So, I don’t have
the same, I don’t know, anxiety and urgency about it, just because of what I’ve recently
experienced.
Educational Needs
Participants commented on their preparation and training for the pandemic. All
participants shared thoughts related to their training and education on pandemics, although no
participant had had training on COVID-19 during their nursing program. Hanna stated:
I think everyone has had adequate training because there’s no such thing now. So, it’s
just like, when you’re dealing with a mental health patient, when, you know, you’re like,
no, I’m not the expert. And then you say, oh yes, I am, because there’s nothing else out
there. So, I don’t feel any less prepared than anyone else.
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Helen, an ED nurse, commented on her preparation for the pandemic:
I think being COVID specific, yes, in that there isn’t really that much different that we’re
doing. We have not had any, knock on wood, as of yet, that we had to be in isolation with
and try and have them not panic when we come in fully gowned up or wearing other
protective stuff. That could present another issue in the very fearful, paranoid type
patients. But as of right now, for everything we’ve dealt with through it, I feel that it
hasn’t really impacted a whole lot or that we need specific training on dealing with that
situation.
Paisley discussed her thoughts on educational preparation for the pandemic:
I think that unfortunately, as nurses, even just overall we’re as prepared as we can be,
because things are changing daily. There’s not tons of, you know, hard concrete evidence
about this disease or its disease processes. So I think just overall as nurses, we’re all just
as prepared as we can be. And I feel like, yes, my nursing education itself has helped you
know, I’m one of those people that’s huge on looking things up and researching myself.
And so I feel like that has also been helpful.
Olivia considered her training and preparation:
With COVID? Yes. I would say that initially, no, I think everyone was scrambling. What
I’m seeing now, I feel like the clinicians have a good understanding of what it is, how it
is, how to do the best we can, based off the knowledge that we do have available to us in
caring for these patients.
Jo, a nurse in an OP medical clinic, volunteered to work shifts on the MSU during the
pandemic. Jo indicated the medical facility she worked for provided training early when the
COVID units began opening as there was a concern a nursing shortage would result due to new
COVID units being opened and in the event many nurses became ill:
I think what happened was, people who didn’t have a lot of experience themselves were
asked train people who didn’t have experience. And so they weren’t comfortable in what
they were doing, nor did they have experience providing training. And so, you go with
these people, and they’re good nurses, they’re good people, I’m not insinuating that they
were in any way incompetent. But you’re following them around, and they don’t know
how to teach you. They’re not comfortable with what they’re doing, so how can they
teach you how to do it?
Jo further discussed her thoughts on the training she received on the MSU:
Right, and then, well, you’ve had four days of training, and you’ve been a nurse for 30
years, so you’re good to go. And here you go, and here’s five patients, and this patient
has, parental feeding and he’s got IVs and he’s running this medication which you have
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really close eye on. And you know, just all his medications, he’s got a JPEG tube, then
you’ve gotta put all his medications through that. And there you go. He’s used to take
care of plus four others. And you’ve got a new admit. I’m not saying that that’s
anybody’s fault. I’m saying that’s what happens.
Paul shared his thoughts on preparation for the pandemic:
I think truly my background in the ED prepared me for this more than anything else,
school didn’t do it. You know, we talked about it and we talked about what we should do,
but until you truly do something, you experienced it in one way or another, you’re not
really prepared for it. Now, could I go into a COVID ICU and do what I need to do and
feel prepared for that? No, no, I don’t.
How Far Are We Willing to Go?
Amelia shared her experiences working as a non-psychiatric nurse during the COVID-19
pandemic:
And then just, I think it has also caused a lot of healthcare providers, nurses, doctors,
whoever, respiratory therapists, how far are you willing to go? Some of the nurses are
like ‘I’m am not putting my family, I’m not putting myself at risk’, where there are other
nurses, they are the type, they run to the fire, so they sort of wear it as a badge of honor,
like ‘I will put myself at risk, to, my family at risk to take care of other people, because
that’s my calling’. So, I think it kinda maybe revealed some differences in people’s
motivations for nursing and how far they are willing to go to help others.
Jo, a nurse working in an OP medical clinic, discussed her experience in volunteering to
work on be trained on the acute MSU to help with the shortage of nurses when COVID units
opened up, and more nurses were needed in acute care:
When it first, in March, when they kind of knew what was going to happen, the company
I worked for [hospital] said, hey nurses who want to get cross-trained to work on units,
let’s go ahead and do that. So I went to the [MSU]…. So there was all this training, so I
was working nights in a job that I had never done. Like I, acute care, I don’t enjoy acute
care. So, I’m working in a job I had never been in, I’m working nights, and I’m not
sleeping more than four hours during the day.
Jo began crying as she described losing a family member who was ill with a non-COVID-19
illness but due to the timing of the hospitalization, her loved one was impacted by the visiting
restrictions. Jo described that during the hospitalization of her ill family member, no one in her
family could visit until the ill family member was very close to death: “So we get to go on the
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day they let us come in, all of my [family], we spent a little bit of time with him, we extubated
him, and he died 18 minutes later.” Jo, crying, shared her experience as a nurse during this time
shortly after losing a family member and being asked to volunteer to work shifts on the acute
medical unit due to the pandemic. Jo shared that as nurses were moved to the COVID unit, more
nurses were needed in order to continue to provide care on other medical units:
I just like, this is the truth of it. And you know, now they’re asking for nurses to take over
shifts and like, I’m a volunteer person, if you need me, I’ll be there. But like, if you don’t
specifically say to me [name], can you work this night? At this time? I can’t volunteer,
cause it, it brings it all back, all back. And, so I feel for these nurses who are working
shift after shift after shift, but I can’t get myself over to help them.
Jo summarized her experience of volunteering to work in an area where she did not feel
comfortable but agreed to help due to a shortage of nurses during the pandemic:
There aren’t enough nurses and there’s people like me who cannot. Like I can’t go back
unless you say to me, we understand you, but we have to have you. If they said that to
me, I would do it, but just sort of this, hey, these are the shifts that are available, I can’t, it
just makes, it’s almost like post-traumatic stress. It’s like, no, no, I can’t do that again.
You have to really, it’s life or death, it’s life or death, I’ll be there for you. But I just, I
can’t pick up a couple extra shifts just because you might be a little short.
Pandemic Silver Linings
Three participants shared that during the pandemic, some positive things were being
experienced that they felt were the direct result of the pandemic. Amelia commented:
So, I was thinking the other day that the nurses who are nurses now, or who are coming
up in nursing now, are going to be really good in infection control. You know, we are
going to have a generation of young children who are really mindful of their
handwashing and keeping socially distant. So, maybe there’s some silver lining here.
Amelia identified that additional planning for future pandemics was also a benefit: “There was
talk of offices and departments that had dealt with planning for a pandemic, maybe at the high
level of the government, maybe now people will plan more, stockpile hopefully, this will help us
prepare for anything that may emerge in the future.”
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Paul indicated a positive outcome of the COVID-19 pandemic:
So thankfully, through this COVID, if there is any thankfulness to COVID is, telehealth
has really been grasped and very much utilized for the health of everyone. If I want to do
a visit with my doctor, I can zoom to my doctor, you know, and everything’s on the up
and up, and everything’s done.
Mabel discussed her thoughts on a positive change due to the pandemic, which may
benefit nurses in the future:
So, I think really, the push for support really did not become a thing, literally, until
COVID. So, I’ve been in nursing for 17 years, and I feel like there’s never been a push
for nurses to get support for themselves or to support staff trying to support patients. It
wasn’t until recently, literally we had a staff meeting last week, where they basically
came to us and said, hey, if you have an experience or situation, you know, it’s
completely confidential. If you just need to talk or get something out, or if you just need
support, it doesn’t have to be COVID, it could be anything. But before COVID, we had
no one coming to staff meetings saying, hey, if you’re having this experience or
something’s going on, come and talk, it was unheard of.
Summary
In this chapter, Colaizzi’s (1978) sixth step of data analysis revealed an in-depth
description of the phenomenon related to each research question. The findings for the first
research question—What are the lived experiences of non-psychiatric registered nurses in caring
for individuals suffering from mental illness in a non-psychiatric setting?—revealed substantial
barriers to non-psychiatric nursing care for this population. The study findings revealed a
significant lack of mental health resources, resulting in using the ED as an entry point for
psychiatric care with no place to send the patient for psychiatric treatment. The study findings
revealed there were no clinical experts to provide support for non-psychiatric nurses in providing
safe, quality care for this population. Other significant barriers in care for patients with mental
illness included safe patient care, environmental safety risks, patient vulnerability due to
symptoms of mental illness, a lack of nurses to care for patients housed in the ED, a lack of
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staffing for the level of monitoring required to protect the patient in the non-psychiatric setting
and a lack of training in specialized psychiatric nursing skills for all non-psychiatric nurses.
Findings for the second research question—What are the lived experiences of nonpsychiatric registered nurses in caring for individuals suffering from mental illness during the
COVID-19 pandemic—revealed the central theme of how this experience was affecting nurses
emotionally. Non-psychiatric nurses also experienced stress from enforcing visiting restrictions,
a concern for lack of PPE, and a fear of infecting others due to their exposure to COVID-19. This
in-depth analysis of the data provided understanding that was valuable in connecting the study
findings with current literature. Exploring the results further would give insight into the
implications for the nursing profession and future research.
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CHAPTER V
DISCUSSION AND CONCLUSIONS
As noted in Chapter IV, the overarching theme that resulted from exploring the
experiences of non-psychiatric nurses providing care for persons with mental illness in a nonpsychiatric setting was barriers to care for this population. In this chapter, the types of barriers
experienced, the basis for the difficulty in providing care, the needs of non-psychiatric nurses to
be able to deliver appropriate care, and the education to build skills needed for behavioral health
treatment in non-psychiatric medical situations are presented. In addition, the impact of the
COVID-19 pandemic on those who were interviewed for this study is discussed.
Discussion of Findings Related to Existing Literature
Six themes emerged from the current study findings with the overarching theme being
barriers that affected the care for patients with mental illness.
Theme 1: Barriers to Care
Lack of Mental Health Resources
In the current study, all participants who worked in various settings shared experiences of
difficulty in accessing mental health services for patients needing referrals to inpatient
psychiatric facilities or for community mental health treatment. Olivia and Paisley shared the
biggest issue in the ED was trying to find a psychiatric placement and that patients with mental
illness often spent days in the ED due to the inability to locate an open bed. Paisley shared that
on one occasion, six patients were in the ED with mental illness awaiting transfer to a psychiatric
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facility, all medically stable, but no psychiatric beds were available in order to transfer the
patient.
Consistent with the findings in this study, a lack of mental health services was a topic
frequently found in the literature as a barrier to care in the United States and internationally.
According to Chang et al. (2014), overcrowding in the ED is a significant problem in the United
States and there has been a sharp rise in the admission of patients with mental illness who are in
the ED for mental health needs. In a qualitative study to determine barriers to primary care for
patients with SMI in the United States, Kaufman et al. (2012) utilized interviews with persons
with SMI, mental health providers, and medical providers to discover perceived barriers to
mental health care. Kaufman et al. identified barriers for accessing mental health services
including a lack of or insufficient insurance coverage, payment issues, difficulty finding a clinic
that would accept new patients, long wait times for an appointment, and long wait times once at
the clinic. Kaufman et al. also identified personal barriers that might interfere with the ability to
access mental health services, indicating cognitive symptoms of mental illness could interfere
with the patient following up with providers and result in a lack of compliance with medical or
mental health care. According to Kaufman et al., barriers in accessing mental health services for
the patient with SMI might include long wait times for appointments, problems sitting in waiting
rooms, missed appointments, agitation, paranoia, transportation issues, and socioeconomic
factors.
Belson et al. (2020) studied ED utilization for persons with SMI, carrying out a
retrospective study that indicated implementing a collaborative care model for persons with SMI
might prevent ED visits to medical facilities for untreated or undertreated medical problems.
Researchers indicated a high number of patients with SMI in the United States are admitted to
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the ED for chronic medical conditions that might be preventable with early intervention and
adequate treatment to address both mental and physical disorders. Kaufman et al. (2012) found
that delayed treatment for medical conditions might further compromise the physical and mental
health status for a person with SMI and result in more severe health outcomes. Kaufman et al.
indicated lower socioeconomic status, poverty, homelessness, lack of basic needs such as food,
medication, transportation, connection with support, and the inability to follow-up with health
care providers could lead to increased mortality and morbidity, and also might result in an
increased rate of these patients presenting to the ED. The overutilization of the ED for the
treatment of behavioral health problems and mental illness was confounded by several factors.
Lack of Psychiatric Treatment in the
Emergency Department
Paisley shared her experiences of patients with mental illness being housed in the ED up
to 72 hours due to the inability to locate an inpatient psychiatric facility with an open bed.
Paisley shared her concern that patients needed psychiatric treatment but instead spent an
extended time in the ED awaiting transfer to a psychiatric facility. She also expressed concern
that patients with mental illness often did not receive psychiatric care while in the ED and had
only one telepsych meeting for evaluation for placement but not for receiving counseling or help
with their mental health needs. Paisley shared she knew she could not provide the patient with
what they needed as the ED nurse as she had minimal opportunity to develop a therapeutic
relationship or even time to communicate with the patient due to the critical needs of other
patients in the ED.
In a quantitative study in the United States surveying the use of the ED for nonemergency psychiatric evaluation and placement, Stone et al. (2012) found that delivering
nonemergent care for patients with mental illness in an ED setting placed undue stress on the
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healthcare system, resulted in long wait times, and prevented patients from receiving mental
health care. Stone et al. also found a lack of community mental health resources to transfer the
patient to in order to receive mental health care. According to Stone et al., hospital directors
responding to the survey reported that 42% of the patients with mental illness presenting to the
ED were admitted due to non-emergency psychiatric problems that could have been addressed in
a community mental health setting where they could receive mental health treatment had this
been available. Stone et al. (2012) indicated a lack of psychiatric beds is the main reason for the
long wait times in the ED, resulting in the patient staying in the ED for extended times while
they are not receiving the psychiatric care they require.
Challenges in Rural Healthcare
Settings
Half of the participants in the current study identified rural healthcare settings as a barrier
in providing care for those with mental illness. Helen expressed concern that as an ED nurse in a
rural facility, she was limited on staff with only two registered nurses working in the ED at any
one time. Helen stated she had no one to call for help other than the local police after business
hours and no one to monitor the patient in the ED. Helen also shared that in the rural healthcare
setting, local police might not respond to the request for help by the ED nurse if the patient was
from another county. However, if she informed the police officer that the patient was likely to
hurt the nurse or themselves if she did not get help, the police would assist. Hanna shared that
she worked in the ICU in a rural hospital with no mental health facilities. Paul shared there is a
shortage of psychiatrists, psychologists, and therapists in the rural setting where he practices
nursing in the LTC facility.
Hanna shared a different perspective than the other participants who identified a lack of
mental health services in rural areas. Hanna, an NP in a medical clinic, shared she had more
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difficulty locating mental health referral services in a large metro area than she did when she
worked in a rural healthcare setting. Hanna stated that in the metropolitan area, mental health
providers might not accept insurance payments at all and instead, require a cash payment at the
time services were rendered. Hanna reported it was her experience that more mental health
providers in the metropolitan area required cash payment for services, and she was in a “desert”
with regard to locating mental health referral services.
Consistent with the literature on rural health, most participants in the current study
identified a lack of mental health resources in the rural setting, with difficulty finding psychiatric
beds for patients in the ED requiring psychiatric treatment. Participants shared that due to the
lack of mental health resources, many patients who are hospitalized in general medical facilities
cannot access inpatient mental health services. Hoeft et al. (2018) found fewer mental health
professionals practicing in rural settings. According to Hoeft et al. 20% of the U.S. population
live in rural counties but only 10% of the mental health providers work in rural areas, resulting in
a gap in mental health services for those living in rural settings.
Keeping Patients Safe
One of the most common barriers addressed by participants in the current study was a
concern for keeping patients with mental illness safe in the non-psychiatric setting. Safety is a
priority in any healthcare setting and nurses are held accountable for maintaining adequate
supervision and monitoring to ensure that patients do not harm or kill themselves (American
Nurses Association [ANA], 2012). The majority of participants shared barriers they experienced
in providing the level of supervision necessary to protect patients with mental illness.
Participants shared experiencing insufficient nurse staffing, no access to additional staff to carry
out one-to-one monitoring, no sitters available, inadequate support from management, and
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reliance on hospital security or the police to monitor a patient who was at risk for harming
themselves in the ED. Several participants working in the ED shared that a patient would often
be assigned a room near the nurses’ desk so they could be monitored closely by the charge nurse
or other staff as there was no one-to-one staff available to carry out this intervention.
Consistent with the literature, participants experienced caring for patients who were at
risk for harming or killing themselves in the non-psychiatric setting and who required constant or
one-to-one monitoring. The Joint Commission (2018a) specifically addressed the responsibility
of general medical facilities to diminish the risk of suicide by implementing one-to-one
monitoring for patients at risk for suicide. Schoenfisch et al. (2015) identified that sitters,
mentioned by several participants in the current study, are unskilled workers used in nonpsychiatric facilities to monitor patients for self-harm or suicide. According to Schoenfisch et al.,
sitters have no formal training and are trained by the employing facility based on their job
description. According to the ANA’s (2012) Principles for Delegation, registered nurses assign,
delegate, and supervise unlicensed assistive personnel in carrying out tasks they are trained to do,
although the registered nurse retains the responsibility and accountability for the delegated tasks.
For the current study, it is important to identify that the regulation of nursing practice in each
state is defined by the state’s Nursing Practice Act and governed by the state’s Board of Nursing
(Oklahoma Board of Nursing, 2020). The state Nursing Practice Act is the law guiding nursing
practice in each state and specifically identifies the legal responsibilities for nursing practice
including the registered nursing practice of assignment, delegation, and supervision of
unlicensed assistive personnel. Registered nurses retain the legal obligation to provide safe
nursing care and supervision of unlicensed staff and retain the responsibility for the safety of the
patient (Oklahoma Board of Nursing, 2020). Assigning a sitter in a non-psychiatric setting to
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monitor a patient who is a danger to themselves or others is beneficial to ensure the patient is not
left alone, although the registered nurse is still responsible for the supervision of the sitter in
carrying out the task.
Providing a Safe Physical
Environment
Participants in the current study shared concerns for the safety of the physical
environment in non-psychiatric settings, potentially placing the patient and others at risk. A
critical detail in preventing suicide and self-harm is an understanding that many physical items in
the patient care environment pose a safety risk for patients who might be suicidal or intent on
harming themselves (TJC, 2018a; Vieta et al., 2017). Consistent with the literature, Paisley
shared that prior to the admission of a patient with mental illness to the ED, the patient room was
checked for dangerous items and those items that could be removed were removed to make the
room as safe as possible (Bostwick & Rackley, 2007). Paisley also shared that more than once,
she had experienced patients with mental illness breaking into the locked biohazard used sharps
containers secured to the wall in the patient’s room in the ED. Paisley shared that the biohazard
sharps containers were locked and removed from the room when they posed a danger to the
patient’s safety. Hanna shared that maintaining a safe environment in the ICU unit was a
challenge due to the medical equipment used in this setting and she shared that at times,
expensive equipment had been destroyed by patients who became aggressive.
Findings of the current study were consistent with the literature, which revealed that
physical objects and equipment on non-psychiatric units posed serious risks to the safety of
patients with mental illness (Bostwick & Rackley, 2007). The Joint Commission’s (2018a)
National Patient Safety Goal for suicide prevention specifically addressed patients being treated
in non-psychiatric units in general medical facilities, identifying the role of the staff in
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maintaining a safe environment. The Joint Commission’s National Patient Safety Goal for
suicide prevention stated that each facility is charged with the responsibility of mitigating the
risk of patient suicide or self-harm by implementing one-on-one monitoring of patients at risk for
suicide, for removing personal belongings and medical equipment that is not being used, as well
as objects in the patient environment that could potentially be used to harm themselves. The Joint
Commission also required that personal belongings brought in by patients or visitors be checked
for safety and that the facility is aware of and controls for potential items that might pose a safety
risk. The Joint Commission’s standards for general hospital settings regarding suicide risk made
it clear that although non-psychiatric units were not required to be ligature proof as were
psychiatric settings, the facility must perform risk assessments of the environment for safety,
identify potential equipment, objects, and structures in the environment that might pose a danger
to patients, and mitigate the risk of suicide and self-harm as much as possible. According to TJC,
the facility must educate and train all staff who have direct patient care to be aware of and apply
safety interventions for patients potentially at risk of suicide as well as provide the staff with the
education and training they need to keep patients safe.
Consistent with the current literature, the participants in this study identified the presence
of medical equipment and physical objects in the environment that posed a risk to the safety of
patients intent on harming themselves (Mitchell & Lackamp, 2018). According to Mitchell and
Lackamp (2018), suicide risk on non-psychiatric units such as the MSU result from
environmental factors that need to be controlled to provide a safe environment for those who are
a potential danger to themselves.
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No Quiet Place
Several participants shared concerns that a major barrier for patients with mental illness
who are hospitalized in the non-psychiatric setting is the noise and activity level on the unit
where the patient is receiving care. Olivia and Helen shared that the environment in a nonpsychiatric setting is a barrier to caring for a patient with mental illness. Participants shared that
loud, stimulating environments were not therapeutic with people in and out of the area and
hallways, loud beeping equipment, overhead announcements, people talking or crying, all of
which created a stimulating and possibly frightening environment for a patient with mental
illness who might be paranoid, fearful, or anxious.
This finding was supported by the literature, which indicated noisy, busy patient care
environments are disruptive and disturbing for patients with mental illness, resulting in barriers
to the therapeutic environment and overall safety and support of the patient’s needs (Innes et al.,
2014). Additional review of the literature supported that inpatient medical units might be loud,
busy, and with many interruptions and announcements resulting in overstimulation in the
environment (Vieta et al., 2017). This could create additional stressors for the patient with
mental illness and exacerbate symptoms that were already causing the person to be admitted to a
medical facility.
Patient Vulnerability
Five participants in the current study identified barriers in providing nursing care for
persons with mental illness who exhibited altered thought processes, psychosis, hallucinations,
delusions, and paranoia. Several participants shared experiences of caring for patients with
medical problems who also had co-occurring mental illness and were experiencing symptoms
such as paranoia and auditory hallucinations. Participants described experiences of patients with
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psychosis who began harming themselves and others, requiring intervention by security, nurses,
physicians, and even local police to prevent physical injury.
Kaufman et al. (2012) identified barriers for persons with SMI receiving or accepting
medical care could result from the symptoms of their psychiatric disorder including problems in
comprehension, memory, paranoia, delusionary thinking, noncompliance to treatment, and
behavioral disturbances. According to Kaufman et al., the acute medical environment poses
challenges for patients with psychiatric illness due to loud environments, longer wait times,
unfamiliar settings, and unfamiliar medical personnel, which might cause stress and a lack of
trust in the medical staff. The vulnerability of patients with mental illness is problematic in that
this population suffers from many health and social disparities, which further place them at risk
for poor health outcomes (Colton & Manderscheid, 2006).
According to De Hert et al. (2011), working collaboratively with medical teams,
psychiatric providers need to take the responsibility for coordinated and integrated mental and
psychical health services for the patient with SMI. Nurses can advocate with legislators to fund
community mental health services that provide integrated mental and physical healthcare through
coordination of services for those with SMI. The current model of mental and physical care for
persons with SMI is disjointed and fragmented and often results in the person with SMI not
receiving the care they need (De Hert et al., 2011). An integrated model of mental and physical
health care for persons with SMI is already being used in many federally funded rural health care
clinics and nurses need to advocate at the state level with state legislators to support state funding
for integrated health care services (Substance Abuse and Mental Health Services Administration,
2017).
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Mental Physical Comorbidities
All participants identified that patients with mental illness frequently have medical
comorbidities that affect their overall health status. Olivia shared her experiences of caring for
patients with mental illness on non-psychiatric units who were diagnosed with sepsis, serotonin
syndrome, or neuromalignant syndrome. Mabel shared experiences in caring for patients on the
MSU with liver failure who also had untreated schizophrenia. Mabel also shared caring for
patients on the OB unit who were being treated for polysubstance abuse, alcohol use disorder,
bipolar disorder, liver failure, and who were 30 weeks pregnant.
In reviewing the literature prior to beginning the current study, this researcher reviewed
Colton and Manderscheid’s 2006 report on the decreased life expectancy of 25 years for persons
suffering from SMI. Many sources reported this significantly lower life expectancy rate for
persons with SMI was often attributed to unidentified or undertreated preventable medical
disorders (APNA, 2015; Colton & Manderscheid, 2006; Happell et al., 2012; Kisely et al., 2008;
Lawrence & Kisely, 2010; Smith et al., 2014). Kaufman et al. (2012) indicated that persons with
SMI might have poor health habits affecting medical statuses such as smoking, unhealthy diet,
substance use, and failure to follow up with primary care providers.
De Hert et al. (2011) carried out a review of the literature to develop a health
improvement profile that addressed the comorbidity of physical and mental illness for those
affected by a SMI. Researchers found those with SMI had significantly increased mortality rates
and premature death from cardiovascular disease, the biggest killer for persons with mental
illness (De Hert et al., 2011; Vancampfort et al., 2015). According to De Hert et al., persons with
mental illness often fall through the cracks in relation to their physical health needs; psychiatric
providers believed the medical needs were being addressed by medical providers, although
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patients with mental illness often did not follow up with a medical provider. Managing the
physical health status of persons with serious mental illness is just as important as for those in
the general population due to significant modifiable cardiovascular risk factors such as obesity,
smoking, hypertension, increased blood glucose, and inactivity.
Psychopharmacological therapies for mental illness often result in increased metabolic
problems including metabolic syndrome, a condition of central obesity, increased blood glucose,
hypertension, elevated triglycerides, and low high-density lipoprotein cholesterol (De Hert et al.,
2011; Vancampfort et al., 2015). The profession of nursing needs to address the disparity in
health status for those with SMI through advocacy at the state level and by working with
legislators to improve funding for integrated psychiatric and medical care services for persons
with SMI (Substance Abuse and Mental Health Services Administration, 2017). Nurses are
highly respected health care professionals and could have an impact at the legislative level to
improve health care policy for those with SMI.
Substance Use
Several participants shared experiences of caring for patients with substance use
disorders. Three participants shared experiences of caring for patients with significant issues
related to addiction and withdrawal and their concern for the patient’s physiological safety.
Hanna shared she had no resources other than the ED to contact in order to get a patient into a
substance abuse treatment center who was withdrawing from alcohol without medical
supervision and was experiencing psychosis. Mabel shared her experience of caring for a
pregnant patient in labor who was withdrawing from opioids without medical intervention to
control the symptoms of withdrawal as well as for the risk to the fetus of withdrawal.
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The findings of the current study were consistent with the literature which revealed that
patients with alcohol, opioid, and benzodiazepine substance use disorders are in danger of
potentially lethal withdrawal when deprived of the substance they are addicted to (Wani et al.,
2019). The literature also revealed that pregnant women addicted to opioids require specialized
care to protect the fetus and to avoid withdrawal during pregnancy that poses a risk to safety
(Maguire, 2013). In a longitudinal study, Wani et al. (2019) sought to evaluate the use of the ED
for treatment of substance use related disorders from 2011 to 2013 in New York state.
Researchers described the financial and social impact of frequent and increasing use of ED
services by patients with alcohol and drug-induced mental illness and recommended the
development of state health policies that support substance use treatment programs to help states
manage the use of the ED for treatment of these disorders. The study by Wani et al. has
implications for the current study in relation to the lack of community mental health and
substance abuse centers and the reliance on the ED to manage care for patients in crisis for issues
related to substance use. Access to community services supporting health care and recovery for
those with chemical substance abuse issues would relieve the reliance on the ED to provide care
and address the issue of access to care instead of treating the crisis and chronic effects of
substance abuse in the ED.
Family Presence in the Emergency
Department
One participant shared both positive and negative experiences of allowing family
members to be present in the ED with patients with mental illness. Paisley shared that often the
family member with the patient was the one the patient was irritated with, which often resulted in
the patient becoming increasingly agitated, aggressive, and assaultive. Paisley shared that due to
concerns for the safety of the patient and others, policies in the ED were established that
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prevented visitors for these patients. At one time, Paisley shared that the facility changed the
policy, allowing a family member to stay with the patient; however, after more assaults occurred,
visiting restrictions were reinstated.
Findings of the current study were consistent with the literature, which revealed that
episodes of patient aggression in the ED could result in danger to the patient, family, and others.
Innes et al. (2014) found that episodes of patient aggression in the ED were common and staff
needed education and training to be prepared to care for persons with mental illness and to
manage aggressive behaviors. Innes et al. identified that family members of patients with mental
illness were important in the management of care for the patient, with support for family, and
information being essential. Innes et al. did not specifically address limiting or excluding visitors
for patients with mental illness ED, although researchers did indicate that management of
aggression in the ED is essential. Staff training on providing a safe physical environment is
necessary to increase the safety of the patient, staff, and the general public. Innes et al.
recommended that ED rooms be redesigned to provide privacy, security, and improved safety for
patients with mental illness and ED nurses might not have training in environmental safety for
protecting the patient and others.
Theme 2: Factors Confounding Adequate
Treatment
Communication and Therapeutic
Relationship
Four participants described communication barriers as being significant when caring for
patients with mental illness. Helen stated that communication was her biggest barrier in caring
for this population in the ED. Jo shared the difficulty of communicating with patients with
mental illness in an OP medical clinic. Developing skills of communication and building
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therapeutic relationships as a nurse is essential in caring for all populations and just as essential
for patients with mental illness.
Nurses use skills of communication and therapeutic use of self to develop trust and
rapport with patients and families. The therapeutic relationship between a nurse and a patient is
dependent on the nurse's skills of communication, therapeutic use of self, developing rapport,
mutual respect, and maintaining therapeutic boundaries. In a review of the literature, Peplau’s
(1997) theory of interpersonal relations provided information and guidance on the structure and
phases of the nurse-patient relationship. A therapeutic nurse-patient relationship is a professional
relationship incorporating therapeutic use of self, respect of the patient, boundaries, and rapport
(Peplau, 1997). In therapeutic nurse-patient relationships, nurses maintain professional
boundaries and serve the needs of the patient (Peplau, 1997). Therapeutic nurse-patient
relationships are patient-centered. In the current study, Amelia shared her efforts to examine her
own preconceptions and bias in an intentional practice to avoid treating the patient with mental
illness differently than other patients she cared for. Preconceptions and stereotypes are brought to
the relationship by both the patient and the nurse and Peplau directed that the nurse needs to
examine their preconceptions and stereotypes and consciously self-reflect in order to develop an
understanding of their own bias. In order to support non-psychiatric nurses in building
therapeutic relationships with patients with mental illness and to help them recognize
stigmatizing attitudes and bias, ongoing continuing education in developing therapeutic
relationships would provide support for nurses working in non-psychiatric settings (Ordan et al.,
2018).
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Time Constraints
An experience shared by two participants in the current study were barriers due to a lack
of time to spend with patients with mental illness. Two participants working in the ED and OP
medical clinic identified that a lack of time was a barrier to developing a therapeutic relationship
with a patient with mental illness. Jo shared that a lack of time was her biggest challenge in a
busy OP medical clinic and having patients with mental illness took even more time to facilitate
the visit with the physician. Paisley shared that time restraints were a major barrier for her as an
ED nurse and she felt helpless and frustrated due to not having more time to spend with these
patients. Paisley shared using hospital security to monitor patients who were potentially at risk of
harming themselves in the ED so she could care for other patients in the ED.
Findings in the current study were consistent with the literature, which revealed that for
ED and OP clinic nurses, time constraints are a major barrier in developing a therapeutic
relationship and having time to spend with patients with mental illness. In a qualitative study in
the United States, Plant and White (2013) also found ED nurses had time constraints that
prevented them from spending adequate time with patients with mental illness. In a qualitative
study in Australia, Marynowski-Traczyk and Broadbent (2011) found time constraints were one
of the main issues identified by ED nurses who indicated patients with mental illness took more
of the nurses’ time and extra time was one thing ED nurses did not have. The findings in the
current study indicated consistency with Marynowski-Traczyk and Broadbent’s study.
Researchers have also reported an increase of patients with mental illness presenting to the ED,
further placing pressure on nurses to provide care for both patients with more critical physical
illnesses and for those with mental illness (Marynowski-Traczyk & Broadbent, 2011). Providing
mental health specialists who are available 24 hours a day in the inpatient setting would have a
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positive effect on the non-psychiatric nurse’s ability to manage care for patients with mental
illness. Placing mental health specialists in medical settings would alleviate some of the stress
non-psychiatric nurses are experiencing and provide the patient with mental illness the
psychological support they need (Plant & White, 2013).
Fear and Anxiety
Several participants in the current study shared they had experienced fear and anxiety
when caring for patients with mental illness and from their experience, they had recognized fear
and anxiety in other nurses as well. Jo shared that she thought nurses were fearful of caring for
mentally ill patients. Olivia shared that she and other nurses were fearful when patients with
mental illness became aggressive with staff. Several studies indicated that nurses worldwide
experience fear and anxiety when caring for patients with psychiatric disorders (Ross & Goldner,
2009). Reed and Fitzgerald (2005) identified that non-psychiatric nurses might be fearful and
avoid these patients. According to Kerrison and Chapman (2007), non-psychiatric nurses
reported fear, anxiety, and stress that contributed to the lack of desire to work with patients with
mental illness.
Implications of the current study findings related to the need for non-psychiatric nurses to
receive ongoing education and training appropriate for the unit where they worked and the
population they cared for. Kerrison and Chapman (2007) found in a qualitative study on ED
nurses’ experiences that non-psychiatric ED nurses identified the need for ongoing training in the
areas of chemical dependence, mental health assessment, workplace aggression, and
management of patients with mental health disorders. Implementing ongoing training was
supported by the literature and in the findings of the current study. Medical facilities already
provide ongoing training for nurses in areas the facility has determined to be mandatory;
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however, according to participants in the current study, almost none of the continuing education
training provided addressed care for those with mental illness. Advocacy with leaders and
hospital administrators for continuing education and training for non-psychiatric nurses is
essential. Kerrison and Chapman identified that continuing education provided by psychiatric
mental health nurse educators would specifically target the specific training needs for nonpsychiatric nurses.
Stigma of Mental Illness
Only one participant addressed experiences of being aware of her own judgments and
preconceived notions regarding caring for patients with mental illness. Amelia shared her
awareness that she had preconceived notions and judgments about what persons with mental
illness are and worked to consciously refrain from treating patients with mental illness
differently than she did her other patients. The stigma of mental illness was well documented (de
Jacq et al., 2016; Ordan et al., 2018). Ross and Goldner (2009) conducted a literature review on
nurses’ attitudes toward persons with mental illness, finding many studies identified that nurses
held preconceived notions and stigmatizing attitudes toward patients with mental illness
regardless of their education and training.
The current study’s findings revealed one participant who discussed awareness of her
stigmatizing attitudes toward those with mental illness and her efforts to refrain from
discriminating behaviors in her nursing care. The literature revealed that a lack of awareness of
stigmatizing beliefs toward those with mental illness was prevalent and most healthcare workers
had unconscious biases (Knaak et al., 2017). Consistent with the current study’s findings, Knaak
et al. (2017) indicated that through experience and training, healthcare workers could develop an
awareness of their preconceived beliefs and biases to avoid further stigmatizing the patients they
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cared for. According to Knaak et al., perceived stigma of mental illness and self-stigma are
barriers that might prevent persons with mental illness from seeking health care and trusting that
healthcare workers are caring. Self-stigma affects the willingness and trust of the person with
mental illness to accept or seek medical care (Knaak et al., 2017). Interventions addressing
stigma of mental illness and self-stigma need to be incorporated at every level of health care and
academia including at the local facility level where stigma of mental illness needs to be
addressed through continuing education. The findings of this study showed that nurses could
develop skills in awareness of stigmatizing beliefs and unconscious bias and through awareness
and education, healthcare professionals could work toward reducing their personal biases.
Stigma of mental illness is a public health concern and advocacy for community programs
incorporating education on this topic to increase awareness could be facilitated by nurses. Mental
health professionals could address awareness and education on stigma of mental illness through
grant writing at state and federal levels.
Based on the findings of this study and a review of the literature on stigma of mental
illness, Marcussen et al. (2010) recommended fostering a positive work setting that supports
awareness and avoidance of stigmatizing behaviors and provides education and increased
training on mental illness. Training for nursing staff on bias and unconscious stigma of mental
illness is important to incorporate into continuing education for nurses. Providing this education
and training on an ongoing basis is important in fostering change and providing staff education.
Theme 3: Support Needs for
Non-Psychiatric Nurses
Clinical Experts
The majority of participants shared having some support for caring for patients with
mental illness; however, most participants shared that the support was not sufficient as many
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situations arose where they needed help but had no one to call. Hanna expressed that she felt
support for non-psychiatric nurses was a topic that was avoided. Helen denied feeling she had
support in managing patients with mental illness, stating the support for the ED nurses came
from calling for help from the local police department. Helen also shared that due to the rural
healthcare setting where she worked, most supervisors and administration left each day at 5 pm
so they were limited on support after 5 pm and on weekends. Mabel stated that not having the
ability to call a manager or clinical nurse specialist or having someone come to the unit and
provide support for her in caring for the patient was a barrier for her as an OB nurse. Olivia
shared that a lack of training and education contributed to the lack of support while dealing with
a patient who was aggressive and psychotic.
This finding was consistent with the literature, revealing that non-psychiatric nurses
might perceive a lack of support for caring for patients with mental illness and might feel
stressed and unprepared to manage care for this population (Mitchell & Lackamp, 2018). Caring
for these patients with potential safety and suicide risks requires staff training and support.
According to Mitchell and Lackamp (2018), a lack of support and supervision for nonpsychiatric nurses caring for patients who are a danger to themselves or others might further
stress non-psychiatric nurses who do not feel comfortable or confident in their ability to provide
care.
Paul and Olivia, both in nursing management and administration, stated they provided
support for non-psychiatric nurses working in the facility and reached out to contact others in the
facility who might be of help to nurses when they were dealing with a patient who had mental
health issues. Olivia shared she worked collaboratively with the pharmacist and physician to
provide psychotropic medication education for the nursing department. Paul indicated he helped

141
nurses who were having difficulty with patients who were becoming aggressive in the LTC
facility. Jo and Mabel shared the support they received from peers through reaching out to their
professional nursing organizations.
Innes et al. (2014) found during a mixed-methods study that factors negatively affecting
health care in the ED for patients with mental illness related to insufficient training and
education, barriers to safety in the physical environment, a scarcity of referral sources, and an
inadequate number of clinical staff in the ED, all which compounded the problems clinical ED
staff experienced in managing care for this population. The findings in the current study
indicated nurses needed support in caring for persons with mental illness. The current literature
on support for psychiatric nurses internationally revealed some medical facilities in Australia had
implemented placing mental health clinicians in EDs to support the staff in managing patients
with mental illness (Innes et al., 2014). Mental health clinicians included mental health liaisons,
mental health nurses and nurse practitioners, consulting psychiatrists, and social workers, and
therapists who provided resources to support ED staff in caring for patients with mental illness in
the ED (Innes et al., 2014).
Support from Non-Psychiatric Providers
and Healthcare Team Members
Several participants described the support of physicians and other team members who
committed their time and efforts to help the non-psychiatric nurse problem-solve to put in place a
plan for safety. Paul shared the support he had experienced from physicians in LTC who worked
with the non-psychiatric nurses to implement psychopharmacological interventions when a
patient posed a danger to others. Paisley discussed the support of the ED physicians, other
nurses, and hospital security staff when patients with mental illness were combative.
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Findings in the current study were similar to the literature on the benefit of teamwork and
collaboration in health care. In the literature review completed in preparation for beginning this
study, this researcher reviewed the pre-licensure QSEN competencies including teamwork and
collaboration for practicing nurses. According to Cronenwett et al. (2007), the goal for the
education of nurses is to help nurses develop skills for professional nursing practice that value
teamwork, respect, and communication between all members of the healthcare team. The
recommendation based on the findings in the current study is to support teamwork and
collaboration between mental health specialists and non-psychiatric nurses in the medical setting
(Plant & White, 2013). Fostering communication and collaboration between interdisciplinary
team members is a primary goal of the QSEN competencies with nurses working with other
professionals to improve the quality of patient care (Cronenwett et al., 2007).
Support from Hospital Security,
Local Police, and Sitters
Two participants shared experiences of calling hospital security or the local police to
support the nurse in monitoring patients with mental illness who posed a danger to themselves or
others. Both participants shared that having security or the police present in the ED to monitor
patients who might attempt to harm or kill themselves or who were combative was beneficial and
supportive to the nurse. Paisley shared that hospital security was support for ED nurses when
dealing with patients with mental illness.
Both Mabel, who worked in the OB and on the MSU, and Paisley, who worked in the
ED, discussed the use of sitters to assist in monitoring patients who posed a risk to themselves.
Only Mabel had experienced using sitters for this purpose as Paisley indicated no sitters were
available in the ED. Paisley stated that not having sitters in the ED was a significant barrier,
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sharing this was the second biggest barrier she encountered in caring for patients with mental
illness next to not having resources for placement in a psychiatric facility.
Findings of the current study were consistent with the literature that having support staff
available to monitor patients who needed constant or one-to-one monitoring for danger to
themselves is essential in helping to assure the safety of the patient. Due to the potential risk for
severe and life-threatening injury, monitoring a patient with mental illness for signs of self-harm
or suicide is a priority; however, on a unit with minimal staff, applying this level of monitoring
requires additional staff be available (Potter et al., 2010; TJC, 2018a). Participants in the current
study indicated the hospital security or local police fulfilled this role and, in some instances,
sitters were available that could be requested by the non-psychiatric nurse. In facilities that
employ sitters, this assistive staff member is helpful so the nurse can delegate the task of
monitoring a patient on a one-to-one status and supervise the staff performing this role. Since ED
nurses are responsible for caring for patients arriving with critical, life-threatening problems and
illnesses, the ED nurse must be able to take care of the patient with critical health needs and to
ensure the patient with mental illness who is suicidal and a danger to themselves is safe.
According to Schoenfisch et al. (2015), the term “sitter” is a general term for an unskilled
worker who might be employed and trained by a non-psychiatric facility to monitor patients on
constant observation or one-to-one for self-harm or suicidal behaviors. Schoenfisch et al.
indicated there are no standard guidelines or job description for a sitter, resulting in a wide range
of job duties that are not standardized. The literature revealed that being a sitter does not require
any specialized training, resulting in wide variability in skills and duties as the training for the
role of the sitter is provided by the employing facility (Schoenfisch et al., 2015). Due to the
potential risk for severe and life-threatening injury, monitoring a patient with mental illness for
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signs of self-harm and suicide requires a specialized skill and requires close supervision and
management by a registered nurse even if the task is delegated to a trained individual (ANA,
2012; Potter et al., 2010). Nursing assistive personnel work under the direct supervision of a
registered nurse and receive training for the tasks they are to perform (ANA, 2012). According to
the ANA (2012), registered nurses retain the responsibility and accountability for nursing
assistive personnel and are required to supervise staff in the delegated tasks to ensure the staff
member has the training and knowledge to safely carry out this skill.
Support from Leadership and
Administration
Mabel shared she felt hospital leadership did not recognize the need for training on how
to care for patients with mental illness and if the nurse did not have experience working with
patients with these patients, they were likely “floundering.” Mabel shared her desire to have a
resource she could contact by phone to help her provide support to a patient with perinatal death
and to have a social worker or clinical nurse specialist to help the patient experiencing perinatal
loss. Mabel also shared her desire to have training at the facility on mental illness, medications,
counseling, and postpartum depression.
Two participants who served in a leadership role discussed their experience of being
available to help non-psychiatric nurses having problems caring for patients with mental illness
in the non-psychiatric setting. Both participants described that they had made the non-psychiatric
nurses in their facilities aware they could contact nursing management for help. Olivia described
experiences of assisting non-psychiatric nurses in keeping patients with mental illness safe and
putting systems in place to support the nursing care for these patients. Olivia also shared she had
called the Chief Nursing Officer and risk management herself when faced with potential safety
and legal concerns when a patient with acute psychosis was deemed to need an immediate
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caesarian section to save the fetus. Olivia shared that in her experience, nursing management
might have felt helplessness and uncertain in their skills of managing situations where the patient
was suffering from mental illness. Several participants shared they received support from their
professional nursing organizations and were able to make contacts and use discussion boards on
the organizational websites to ask questions and discuss issues with other nurses. Only one
participant in this study shared having the support of mental health specialists or experts in
mental health to help them manage care for patients with mental illness.
The current study findings were consistent with the literature that non-psychiatric nurses
need support to provide nursing care for persons with mental illness (APNA, 2015; Kerrison &
Chapman, 2007). Plant and White (2013) identified in a qualitative study with ED nurses caring
for patients with mental illness that management level support for the non-psychiatric nurse is
essential. In a literature review conducted prior to beginning this study, this researcher found the
APNA (2015) had developed training programs for the preparation of new nurses and nonpsychiatric nurses transitioning to the psychiatric nursing specialty. Findings in the current study
indicated non-psychiatric nurses needed training and support from management in caring for
patients with mental illness.
Findings of the current study were also consistent with the literature recommending
psychiatric nurse experts be available to assist ED nurses in caring for patients with mental
illness. Plant and White (2013) found ED nurses identified the need for mental health experts in
psychiatric nursing being available to provide support in caring for this population. Consistent
with the literature, the recommendations based on the findings in the current study are to
implement hospital-based psychiatric nurse specialists 24 hours a day, seven days a week to be
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available to provide support and guidance for non-psychiatric nurses in their care of patients with
psychiatric problems.
Theme 4: Education and Training
Needs
Advocacy Training
In the current study, participants shared experiences of advocating for patients with
mental illness. Mabel shared her experience as an OB nurse in advocating for a patient with
mental illness and substance use disorder who was withdrawing from opioids during labor,
sharing her concern with the medical providers for the safety of the mother and fetus. Olivia
shared experiences of educating and advocating legislators at the state capitol for mental health
resources to meet the need for persons with mental illness in her state.
Findings in this study confirmed the need for education and training for non-psychiatric
nurses in advocating for improved health care and resources for those with mental illness.
According to the literature, Plant and White (2013) indicated non-psychiatric nurses needed to
advocate for training and education in psychiatric nursing skills and be provided this training by
the facility where they work. Marynowski-Traczyk and Broadbent (2011) suggested that
advocating for education and training for ED nurses on implementing strategies using the
recovery model would improve the understanding of the issues persons with mental illness face
and increase the awareness of the types of support need to help them recover.
In 2020, the National Council for Behavioral Health (NCBH) published their Advocacy
Roadmap, identifying major gaps in the access to mental health services for U.S. citizens. The
NCBH identified gaps in mental health services and called the U.S. Congress to establish
funding to put in place programs to improve access to mental health services nationally. The
findings in the current study were consistent with the literature, which addressed the lack of
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resources and access to mental health services and the advocacy efforts needed to improve
mental healthcare in the nation. In the current study, non-psychiatric nurses shared their concern
regarding lack of training and education on caring for patients with mental illness. According to
the NCBH, advocacy is a primary agenda item in creating and funding new initiatives to address
this public health concern. Similar to the current study, Olivia shared efforts of advocacy for
mental health services by seeking out legislators at her state capitol to educate them on the
problems non-psychiatric facilities are experiencing due to the lack of services for persons with
mental illness.
Findings in the current study were consistent with the literature in that nurses need to be
included in the multidisciplinary health care team efforts on addressing problems and strategies
to improve health care for persons with mental illness in non-psychiatric facilities. Nurses have
the education and expertise to be included on boards and committees at the facility and state
level to advocate for patients with mental illness and take part in efforts to improve mental health
resources at local and state levels. According to Mason et al. (2016), nurses need to be involved
in internal organizational policy-making to effect staffing and clinical nursing practice in the
facility and external policymaking at the state legislative level. Professional nursing
organizations support nursing practice and policies that benefit patient populations and also have
established legislative committees involved in influencing policy and legislative actions (Mason
et al., 2016).
The Institute of Medicine (2011) identified that nurses need to function and collaborate as
a full partner in the healthcare team and be active in the joint effort to redesign health care.
Supporting nurses to take part as full partners is significant with regard to the current study since
the care of patients with mental illness is fragmented with many who do not receive treatment for
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either their mental health or physical health (Talen & Burke Valeras, 2013). Lack of mental
health services, and the current system of using the ED as an entry point to access mental health
services, results in a delay of mental health care, a significant strain on the ED and ED nurses,
and a strain on non-psychiatric nurses overall. Nurses are responsible and accountable for the
care and safety of patients with mental illness on non-psychiatric units and are acutely aware of
the need for psychiatric nursing and clinical support in providing safe and appropriate mental and
physical health care for this population. Supporting nurses to be full partners in healthcare
decisions requires that nurses be included in policy and decision-making at facility and state
levels to influence policy makers in designing systems that improve health care for those with
mental illness. Persons with mental illness would benefit from integrated services where their
mental health and physical health problems were addressed by providers in the community who
functioned as a team with services at the same location to prevent barriers to accessing care (De
Hert et al., 2011; Talen & Burke Valeras, 2013).
Specialized Training in Psychiatric
Intervention Skills
A significant barrier for non-psychiatric nurses is keeping patients safe regardless of their
diagnosis or mental health problems. Several participants described the lack of training on
psychiatric nursing skills provided by the workplace. The barrier for the non-psychiatric nurse is
to provide care for a patient population that requires specific specialized skills to keep them safe.
The Joint Commission (2018a) addressed a requirement that all staff who have direct patient care
are provided the education and training they need to keep patients safe based on their role and
responsibilities.
Olivia shared that in her experience, there was not enough training for non-psychiatric
nurses in managing patients with mental illness. Olivia also shared her experience of not having
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enough staff in the ED to monitor suicidal patients. Paisley shared her concern that for patients
who are combative in the ED, staff was not trained on how to care for these patients.
A lack of training for non-psychiatric nurses and staff responsible for assessing and
observing patients with mental illness might contribute to the risk of patient self-harm and
suicide (Mitchell & Lackamp, 2018). Mitchell and Lackamp (2018) identified that sitters are
employed in a non-psychiatric setting to perform monitoring of patients who are on constant
observation or one-to-one precautions for danger to self or others or who are at risk for suicide.
Mitchell and Lackamp noted that the training for staff designated as a sitter is not consistent or
standardized, resulting in a lack of uniformity in training or performance of the task of
monitoring for patients at risk of killing themselves. They identified many problems that existed
in relation to staff used to monitor patients who posed a life-threatening risk to themselves
including lack of training, improper training, lack of experience, poor understanding of patient
behaviors, risk of suicide, failure to communicate, risk related to transfer of patients, unsafe
environment, and failing to follow hospital policies on constant observation or one-to-one
precautions. Mitchell and Lackamp suggested the main problem with using sitters to carry out a
constant observation or one-to-one intervention to prevent patient suicide was that the
interventions might be improperly implemented and not in compliance with hospital policy.
Inadequate adherence to the hospital policy for suicide and one-to-one precautions puts the
patient at risk for safety.
Telehealth
Several participants shared using as an intervention for a psychiatrist or mental health
specialist to interview a patient being treated for mental illness but this service was not designed
to help the nurse manage the care for the patient with mental illness. Paul shared he was able to
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contact a psychiatrist through teleconferencing, which was a benefit to him as a nurse in a rural
LTC facility. Paisley shared that telepsych conferencing was available for assessment for
placement for patients who are admitted to the ED with psychiatric symptoms. In contrast, Jo, an
NP in an OP medical clinic, shared that telehealth technology was not the same as a face-to-face
visit and the same patient assessment data could not be collected using a virtual teleconferencing
environment.
According to Hoeft et al. (2018), telehealth is defined as “communications networks used
to deliver health care services or medical education across geographic areas” (p. 55). The
literature on telehealth psychiatric services supported the finding in the current study that some
professionals prefer face-to-face in-person care and others have adopted telehealth as a beneficial
intervention in areas where few local psychiatric services or providers exist (Hoeft et al., 2018).
Consistent with the findings in the current study, the literature supported telehealth as a delivery
method for mental health services and professional education. Hoeft et al. reported that having an
onsite clinical assistant is beneficial to help patients and providers with additional care and
considerations that arise during the telehealth visit. The researchers also identified that having an
onsite clinical staff during the teleconference is a strategy in assessing for safety and having the
means to provide immediate intervention and care if a need arises during or after the conference
session (Hoeft et al., 2018).
Theme 5: Nursing Education
Implications
Pre-Licensure Nursing Education
The participants in the current study shared negative and positive feelings about their
prelicensure nursing education with regard to psychiatric nursing and in providing care for
patients with mental illness after graduation. Four participants in the current study shared they
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had positive and beneficial nursing education on caring for persons with mental illness in their
undergraduate nursing program. Three participants indicated their nursing education had been
too short and not focused on communication or caring for the patient with psychiatric illness.
One participant shared her nursing education on mental illness did not stand out as she did not
remember it.
The findings in the current study were consistent with the literature in nursing education
for psychiatric nursing. In a quantitative study in Australia, Happell (2008) found that after their
clinical course in psychiatric nursing, nursing students felt more prepared to care for patients
with mental illness. Happell found most nursing students did not feel the length of clinical
experiences in their psychiatric nursing course was sufficient enough that they had a strong
understanding of mental health nursing. Alexander et al. (2016) found that receiving training on
caring for patients with mental illness had an appreciable positive effect on nurses' confidence
and perception. Slemon et al. (2020) conducted a qualitative study in Canada to discover
undergraduate students’ perceptions of mental health nursing. The researchers indicated that
positive experiences in student clinical rotations in their nursing education program were shown
to result in an increase in student nurse desire to work with patients with mental illness (Slemon
et al., 2020).
According to the literature, implementing undergraduate clinical education in
community-based mental health settings provides the student with more opportunities to have
therapeutic interactions with patients with SMI (Stuhlmiller & Tolchard, 2019). Implementing
community mental health clinical experiences has been shown to influence nursing students'
understanding of mental health nursing with students in community settings reporting more
positive attitudes about persons with a SMI compared to students assigned to an acute mental
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health facility. Recommendations based on the literature are to increase student engagement with
persons with SMI in the community setting with more focus on recovery from mental illness,
which might be evident when psychiatric symptoms are stabilized. Community mental health
settings would provide increased opportunities for students to understand the chronic nature and
long-term effects of mental illness (Stuhlmiller & Tolchard, 2019).
Post-Licensure Education Needs
The majority of participants in this study shared they did not have ongoing education or
training caring for patients with mental illness. Helen shared the education she received on
providing safety in the ED setting for patients experiencing mental health problems was focused
on documentation and not on specific nursing care or interventions to support her in caring for
this population. Olivia also identified a significant need for appropriate training for the nonpsychiatric nurse who does not specialize in psychiatric nursing and might not have the
education and training needed to provide care for these patients. Olivia shared that as a nurse
educator, she had created an educational program for nurses and medical providers on
assessment for and treatment of patients experiencing side effects of psychotropic medications
and that this had been a very successful education module for nurses, physicians, and
hospitalists.
The findings in the study were consistent with the literature with many sources
recommending ongoing education and training for nurses caring for patients with mental illness
in a non-psychiatric setting (Marynowski-Traczyk & Broadbent, 2011; Plant & White, 2013;
TJC, 2018a). Most participants in this study shared they did not receive ongoing training on
caring for patients with mental illness and there were few if any educational trainings relating to
providing care for non-psychiatric nurses. Recommendations based on the current study findings
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are to implement yearly continuing education focused on providing nursing care for patients with
psychiatric problems. Current literature revealed that ongoing education and training are
essential for the non-psychiatric nurse who is responsible for the care and management of this
patient population (Marynowski-Traczyk & Broadbent, 2011; Plant & White, 2013; TJC, 2018a).
Specialized Skill Development
The current study findings were consistent with the literature that identified the need for
skill development for non-psychiatric nurses after licensure. In a qualitative study to discover ED
nurses' experiences in caring for psychiatric patients, Plant and White (2013) identified that
nurses desired ongoing education and training in psychiatric nursing skills. Alexander et al.
(2016) found in their review of the literature on MSU nurses' perceptions of caring for patients
with mental illness that increased education and skills in psychiatric nursing can positively affect
the nurses’ perceptions of confidence and competence in caring for this population. Alexander et
al. (2016) stated that providing ongoing education and training in psychiatric nursing would
positively support nurses working on the MSU. Slemon et al. (2020) indicated that continuing
education and programs to help nurses develop professional skills and abilities on psychiatric
nursing skills and abilities is important in supporting non-psychiatric nurses and improving the
care for patients with mental illness.
Advanced Therapeutic Communication Strategies. Several participants shared that
having more training on communication would be beneficial. Helen identified communication
barriers with patients with mental illness as her biggest issue. All participants in the current study
shared their experiences and problems developing a therapeutic relationship with patients.
Several participants identified time constraints as a major barrier in their ability to develop a
trusting, therapeutic relationship with patients with mental illness. The majority of participants
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also identified communication barriers as a significant issue, causing frustration and helplessness
when the symptoms of mental illness further complicated the ability of the nurse to communicate
with the patient. Findings in the current study were consistent with the literature on therapeutic
nurse-patient relationships and the importance of communication, trust, and rapport between
patients and nurses. According to NASMHPD (2006), it is essential that non-psychiatric nurses
practice skills in developing therapeutic relationships with patients with mental illness. Based on
the findings of this study, updating knowledge and skills with evidence-based interventions on
building therapeutic relationships would help non-psychiatric nurses master these skills.
De-Escalation and Management of Aggression Techniques. The majority of
participants in the current study voiced the need for training in de-escalation skills and managing
aggressive patient behaviors. Several participants also suggested non-psychiatric nurses could
benefit from training designed to help them use communication skills and verbal de-escalation.
Findings in the current study were consistent with the literature that indicated non-psychiatric
nurses struggle with skills of de-escalation, communication, and management of patients
exhibiting aggression and violence (Adams, 2015; Harwood, 2017). The literature also supported
skill development for helping nurses working in medical and psychiatric facilities manage
aggression (Kerrison & Chapman, 2007).
The U.S. Department of Justice (cited in Harrell, 2011) reported that nurses working on
psychiatric units are at high risk of workplace aggression from patient violence, second only to
workplace violence experienced by law enforcement. In a review of literature on aggression in
acute hospital settings, Heckemann et al. (2015) found most work-related patient and visitor
aggression occurred on psychiatric units, with geriatric patients, and in the ED. In a literature
review completed prior to the beginning of this study, this researcher identified the importance of
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skill development for non-psychiatric nurses in the de-escalation and management of patients
who demonstrate aggression and violence. According to Rutledge et al. (2013), studies in the
United States identified that non-psychiatric nurses voiced concerns for their competency in
implementing crisis communication skills and de-escalation interventions with persons with
mental illness. Kerrison and Chapman (2007) recommended it is imperative that all nurses have
ongoing training in psychiatric nursing, including de-escalation and management of patients who
are aggressive, to provide safe care for patients with mental illness. According to the literature,
ongoing continuing education addressing de-escalation and management of patients who are
aggressive is important to help the non-psychiatric nurse develop these skills and confidence in
caring for patients exhibiting aggressive behaviors (Casey, 2019).
Updates on Legal Implications. One participant shared her desire to understand the
legal implications and management of a patient admitted to the ICU after a suicide attempt and
who was being detained on suicide precautions. Amelia shared she needed further education on
the legal implications of monitoring a patient on suicide precautions when they are asking to
leave the facility. Amelia also shared she needed further skills on knowing how to manage care
for patients being kept against their will after a suicide attempt.
Findings in this study were consistent with TJC (2018a) requirements for non-psychiatric
medical facilities and the National Patient Safety Goal for Suicide Prevention that stated for nonpsychiatric facilities, suicide risk assessment, one-to-one monitoring for suicide, as well as
creating a safe physical environment for the patient are required to prevent the patient from
killing themselves. According to Mills et al. (2012), all states have legislation in place allowing
physicians to legally detain patients who are suicidal or at risk for self-harm. Hospital
accreditation bodies such as TJC (2018a) mandated hospital policies and procedures be in place
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for training and competence assessment of all staff who provide care for patients who are at risk
for suicide including the use of a standardized suicide risk assessment. Skill development for
non-psychiatric nurses working in any unit in the medical facility needs to include TJC (2018a)
standards of suicide prevention as well as to ensure non-psychiatric nurses have the knowledge
and understanding of emergency detention policies and protocols based on state legal standards
of emergency detention practices.
The Joint Commission (2018a) also indicated that policies for non-psychiatric facilities in
providing training on suicide risk assessment, patient safety, and competency training included
policies and procedures relating to suicide prevention, performing one-to-one monitoring, and
guidelines for ongoing patient reassessment to determine suicide risk. The Joint Commission
specifically identified the importance of strict adherence to policies and procedures to prevent
suicides in the acute medical setting. Non-psychiatric nurses need to possess the skills and
training to provide high-quality, safe, and legal care for patients at risk for suicide.
Psychotropic Medication Updates. Several participants shared their experiences caring
for patients with mental illness who were taking psychotropic medications and their concern for
understanding the use, implications, and side effects of these medications. Amelia shared her
concern for abrupt withdrawal of psychotropic medications for patients admitted to the ICU and
wished to have more information on the implications of sudden withdrawal from these
medications. Amelia and Paul shared their concerns for needing more education about
psychotropic medications and their use. Olivia shared her experience as both an OB nurse and as
a nurse educator who managed education and training for nursing staff on side effects of
neuroleptic medications.
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Participants of this study indicated they could benefit from more information about the
specific side effects of both giving psychotropic medications and abruptly stopping them.
Brunero et al. (2016) identified in a quantitative study on the prevalence of psychotropic
medication use in acute general hospital settings that regular auditing of psychotropic
medications given by pharmacists would improve education on the use and potential side effects
of these medications. In the current study, Olivia described working with the pharmacist on
creating education and training for non-psychiatric nurses in the acute medical facility.
Consistent with the findings in the current study, teamwork and collaboration between nurses
and pharmacists is an important interdisciplinary strategy to increase nursing knowledge and
management of psychotherapeutic interventions. According to Cronenwett et al. (2007), an
appreciation of the knowledge, expertise, and value of interdisciplinary members of the health
care team is essential for nurses to improve the quality of patient care.
Addiction and Withdrawal Treatment. Several participants shared experiences of
being concerned for the safety of the patient during substance withdrawal. Mabel shared her
concern for patients withdrawing from opioids prior to delivery and concern for the safety of the
fetus during withdrawal and withdrawal during labor. Mabel also shared her desire to know more
about how withdrawal affected the fetus. Maguire (2013) advocated for education for OB and
neonatal intensive care nurses on how to advocate for and support patients who are pregnant or
new mothers with opioid addiction and withdrawal. Consistent with the findings in this study,
Maguire indicated that withdrawal during pregnancy poses a risk to the fetus who needs to be
protected from withdrawal. The literature supported the need for education and training for OB
and neonatal intensive care nurses who need to know how to manage and care for addicted
pregnant mothers and infants prior to and after birth to avoid risks to both the mother and fetus.
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Hanna shared her concern for a patient in the outpatient setting who was withdrawing
from alcohol abruptly on his own and without medically managed withdrawal. Hanna shared that
the patient was experiencing audio and visual hallucinations and required emergency treatment
for psychosis and alcohol withdrawal. Hanna expressed her concern for the patient’s medical
condition due to untreated alcohol withdrawal that could have serious and life-threatening
outcomes. Findings in this study were consistent with the literature that alcohol withdrawal
without medical management could result in a medical emergency that could rapidly progress to
severe and life-threatening withdrawal symptoms (Muncie et al., 2013). Sudden cessation of
alcohol use places the patient at risk of alcohol withdrawal syndrome (AWS), an acute condition
that is life-threatening. Muncie et al. (2013) supported prompt treatment for alcohol withdrawal
to prevent AWS. The complexity and severity of AWS pose a great threat to the patient’s
physiological safety. Education and training for non-psychiatric nurses are imperative to support
nurses in caring for patients with potential AWS and to provide care during a medically managed
withdrawal. The non-psychiatric nurse also needs training on providing patient education in
order to help patients avoid complications due to non-medically managed alcohol withdrawal.
Theme 6: Coronavirus Disease-19
Experiences
At the beginning of the current study, the United States was six months into the COVID19 pandemic. To discover the experiences of non-psychiatric nurses caring for persons with
mental illness during the pandemic, the second research question was added before obtaining
IRB approval:
What are the lived experiences of non-psychiatric registered nurses in caring for
individuals suffering from mental illness during the current COVID-19 pandemic in a
non-psychiatric health care setting?
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Interview question prompts were also added and participants were asked to share their
experiences of caring for patients during the pandemic and how this experience affected them
emotionally. Participants were also asked if they felt they had adequate training for what they
were asked to do during the COVID-19 pandemic.
Impact of Visiting Restrictions
Four of the participants in this study had experiences related to the restriction of visitors
during the pandemic. Amelia shared that the nurses in the ICU were encouraged not to spend
more time than necessary in a patient’s room and she felt this would have a negative effect on a
patient with mental illness. Amelia shared she was not aware if two patients with COVID-19 she
had cared for also had a mental illness; however, the visiting restrictions in the acute medical
facility affected all patients in the hospital regardless of their mental health status or COVID-19
status. Olivia also shared the only patients who could have visitors were those who were actively
dying.
Paul shared that the patients in LTC had increased sadness and those with dementia did
not understand why they could not talk with their loved ones. Paul specifically identified that
keeping families from hugging their loved ones was affecting everyone: the patients, the
families, and the nurses and staff. Paul shared concerns that patients in the LTC facility had died
without any family present and with no physical touch from their family. Paul also shared his
own discomfort and distress in enforcing the visiting restrictions and the social distancing
required of visitors, even at end-of-life.
Mabel shared the effect of visiting restrictions for patients in the labor and delivery room
when the pandemic first started and when no visitors were allowed in the delivery room at all.
Mabel shared that when the pandemic began, all women having a baby did so alone regardless of
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their COVID-19 status. Mabel also shared that if a patient was positive for COVID-19, their
baby was removed from them early in the pandemic. Although visiting restrictions have relaxed
since then, Mabel stated it was still difficult for the one family member who could stay with the
patient to not be able to leave the room at all, not even for days if the patient was still there.
Mabel felt this affected the very young mothers the most, having their baby taken from them
after delivery. Mabel added that COVID-19 resulted in increased anxiety and edginess for the
mother and the visitor who was trapped in the labor room.
Findings of the current study were consistent with the literature that revealed families
were concerned for the mental stress and worry their loved ones were enduring due to having no
contact with family members since the pandemic began (Yeh et al., 2020). In a quantitative study
carried out in Taiwan by Yeh et al. (2020), researchers found visiting restrictions were accepted
by most family members due to the pandemic and the greatest concern for their family member
was attributed to the isolation and stress they perceived their loved one was enduring (Yeh et al.,
2020). Also consistent with the literature on nurses caring for patients during the COVID-19
pandemic was the concern for the short- and long-term effects of psychological stress, anxiety,
burnout, exhaustion, and depression. Current research identified that nurses were negatively
affected emotionally during the pandemic with most nurses identifying the stress they were
experiencing was in the moderate to high levels (Kim et al., 2021). Nurses caring for patients
during the pandemic were being exposed to prolonged acute stress and anxiety and researchers
identified the risk for nurses in developing posttraumatic stress disorder (PTSD) due to caring for
patients during the pandemic (Kim et al., 2021). Researchers identified that long work hours, fear
for the lack of PPE, fear of infecting others, isolation, and heavy patient care workloads were
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increasing the level of perceived stress and trauma for nurses, which might develop into
posttraumatic stress syndrome and ultimately PTSD (Leng et al., 2021).
Lack of Resources
Several participants shared a lack of physical resources such as N95 masks at the
beginning of the pandemic. Amelia shared that nurses were asked to wear the same N95 mask
for five shifts when the pandemic began. Mabel shared her inability to get a new N95 mask out
of a locked storage room in the middle of the night when needed to care for a patient with
COVID-19.
Several participants shared experiences using telehealth, most stating that
teleconferencing services were more accepted due to COVID-19. However, not all providers
were comfortable with the technology and some would not use this resource. Several participants
shared that telehealth had been used more in the ED than before the pandemic as there was a new
system in place for mental health assessments, allowing patients to be assessed for transfer
without having a mental health provider in person at the facility.
Pandemic Emotional Impact on
Patients
Participants shared challenges in working with patients with mental illness during the
COVID-19 pandemic where fear and anxiety were prevailing emotions for some patients with
mental illness. Helen shared one experience when the patient in the ED with mental illness
would not allow the COVID-19 nasal swab testing to be performed as they feared something was
being inserted into their nostril. Helen shared the most challenging issue for her as an ED nurse
was developing a trusting relationship with the patient with mental illness in order to provide the
patient support and to help them through any testing that needed to be performed. Helen stated
even a blood pressure cuff was too invasive for some patients with mental illness and, at times,
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they were unable to convince the patient to allow their blood pressure to be checked. Amelia
shared that patients were in their rooms alone during COVID-19 with the nurse being given
instructions to only go into patient rooms when necessary. Amelia had a concern that isolation
could have a profound impact on a patient with mental illness. Jo shared that elderly patients she
had cared for in the outpatient medical clinic had declined during the COVID-19 pandemic due
to isolation even when they were medically stable. Paul reported that residents in the LTC
facility had displayed increased sadness and behaviors as the pandemic was continuing.
Yeh et al. (2020) conducted a quantitative study in Taiwan of 156 family members
concerned for their loved ones living in a LTC facility during the COVID-19 pandemic. Results
indicated family members accepted the restrictive visitation policies in place but had concerns
about social isolation. Researchers reported the family members were in support of the visiting
restrictions that were keeping their loved one safe but were concerned about the loneliness and
stress their loved one might be experiencing during the pandemic (Yeh et al., 2020).
Emotional Impact on NonPsychiatric Nurses
Participants shared how the COVID-19 pandemic had affected them emotionally; they
collectively indicated they felt fearful, anxious, worried, uncertain, stressed, mentally and
physically exhausted, and burned out emotionally. Participants also shared personal experiences
of loss, pain, and grief when losing family members during the pandemic from COVID and nonCOVID-related illnesses. One participant shared losing two close family members during the
pandemic, one from a non-COVID-related illness and another from COVID, but that neither
could have visitors during their hospitalization. Paul shared his concern for the negative effect of
the COVID-19 pandemic on nurses and the future implications for healthcare workers who were
traumatized while carrying out their role as healthcare workers. Paul specifically identified his
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concern that nurses might be impacted by PTSD related to their working as a nurse and caring
for patients during the pandemic. One participant shared her concern that nurse burnout and
compassion fatigue affected the quality of patient care given and common themes she saw in
nurses at eight months into the pandemic were hopelessness and helplessness. Olivia shared her
concern that nurses were becoming exhausted and this affected the quality of patient care.
Consistent with this study’s findings, Tokac and Razon (2021) conducted a quantitative
study of 83 nurses using an online survey in the United States and found anxiety, depression, and
burnout were related to work impairment during the pandemic. Researchers also found nurses
who had worked longer years in their nursing career reported less anxiety and stress over a nurse
who had worked fewer years (Tokac & Razon, 2021). In a cohort study, Sampaio et al. (2021)
found nurses expressed fear over infecting others with COVID-19. Researchers also found that
male nurses, older nurses, and those who were nurse specialists had lower stress scores.
Personal Stress and Distress from
Enforcing Visiting Restrictions
The participants in this study identified the pandemic had challenged them personally and
professionally with several participants feeling distressed over visiting restrictions and the
negative impact on their patient’s well-being. This study’s findings indicated non-psychiatric
nurses needed support to cope with the stress of caring for patients during the pandemic. This
study’s findings also indicated a nurse’s responsibility to enforce restricted visitation for patients
who did not have COVID-19 was a major stressor for them. Nurses needed support and guidance
on carrying out visitation restriction policies and ongoing support to help nurses deal with the
patient and family and the loss of contact for the ill patient. One participant shared her
experience of a family member who was not allowed to visit, threatening to harm people at the
facility. It is essential that nurse managers and nursing administrators provide support for nurses
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working during the pandemic and who might be under additional stress, even distress, due to the
policies on restricting patients from physical contact with their families and loved ones.
Coping Skills: Trying to Find a
Balance
Several participants talked about using coping skills during the pandemic and the
inability to practice self-care activities they would normally use to deal with the stressors they
encountered. One participant noted not being able to spend time with family and friends, of
isolating themselves from elderly family members in order to protect them, and not attending
church, all of which resulted in mental, physical, and spiritual exhaustion. Kim et al. (2021)
found spirituality was a protective factor and the coping mechanisms of high spirituality and
involvement in the family were factors that increased resiliency and the ability to cope.
García-Martín et al. (2021) conducted a qualitative study of 16 novice nurses working in
the ED to discover their experiences of being a recently graduated nurse during the pandemic.
Study findings revealed the novice nurses had fears and concerns for working during the
pandemic and being inexperienced. The findings also displayed that support of management
improved novice nurses’ confidence in their role as a nurse. Finally, the study findings revealed
that coping with the fear, stress, and anxiety during the COVID-19 pandemic affected sleep,
health, and family life (García-Martín et al., 2021). Novice nurses identified that support from
other professionals would help them cope with the challenges of beginning their careers during
the pandemic (García-Martín et al., 2021). Sampaio et al. (2021) indicated that based on the
findings of their research, nurses feared infecting others with COVID-19. Nurses needed early
intervention, education, and support to address their fears of working with patients with COVID
-19. Assurance that adequate PPE supplies were available would help them cope with the stress
of the pandemic. Previous studies explored the importance of addressing and improving the
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support nurse received as they worked in health care, and the pandemic has heightened this need
(Leng et al., 2021; Tokac & Razon, 2021).
Educational Needs
Only one participant in the current study had experienced caring for a patient with
COVID-19 at the time of their interview. Several participants shared they felt adequately trained
for the pandemic, although they also shared that at the beginning of the pandemic, they were
unsure if the training would be available or helpful. Participants indicated no specific training
they could have had to be more prepared to deal with COVID-19 and everyone was working
together to manage the effects of the pandemic. Several participants did suggest that the
availability of PPE could have been improved as well as the training on how to use the N95
masks. Most participants suggested the COVID-19 pandemic was a new health risk for everyone
and was difficult to prepare for. García-Martín et al. (2021) found novice nurses who began their
careers during the current pandemic reported that training on policies and improved
communication and support would help them deal with the fear, anxiety, and uncertainty related
to the COVID-19 pandemic.
How Far Are We Willing to Go?
Several participants shared their personal feelings about caring for patients during the
pandemic and their concern for putting themselves and their families at risk. Amelia shared she
had worked in an environment where some nurses and healthcare workers had the mindset of
helping others regardless of the risk to themselves or even their loved ones at home, while others
indicated they might not be willing to put themselves or their families at risk by caring for
patients with COVID-19. Jo indicated she was willing to train at the beginning of the pandemic
to work on a MSU due to a shortage of nurses when extra nurses were needed to work in the new
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COVID-19 unit. Jo indicated she experienced stress, anxiety, and discomfort even as she agreed
to be trained on another unit to help with the shortage of nurses.
Consistent with the findings in this study, the literature revealed the significant impact of
the stress nurses face in working during this public health crisis. Leng et al. (2021) found in a
quantitative study designed to investigate the effect of the pandemic on nurses’ mental health
that nurses who had cross-trained to other areas in the hospital they are unfamiliar with might
experience significant mental distress. Leng et al. indicated the support of nursing leaders to help
prepare nurses for this transition mentally was as important as training them clinically in the
skills needed to work in the new area. Leng et al. also found that nurses working in a healthcare
setting where they experienced a shortage of PPE resulted in a stressful work environment,
which was already stressful and uncertain due to the COVID-19 pandemic and could have a
negative effect on the nurses’ psychological health. Leng et al. indicated nurses were concerned
and fearful of bringing the virus home to their families. Significant psychological stress and
exhaustion could lead to distress and trauma; thus, strategies need to be in place to help nurses
deal with these negative influences of the COVID-19 pandemic to avoid significant injury and
the potential for the development of PTSD (Leng et al., 2021).
Pandemic Silver Linings
Several participants shared their thoughts on the positive effects of the COVID-19
pandemic. Amelia shared she felt nurses had more experience with infection control and that
young children might be more aware of the benefits of handwashing and social distancing.
Amelia also mentioned she felt there might be more focus on preparation for pandemics and
planning for resources. Paul shared that telehealth was becoming more accepted due to the
pandemic and he felt this was beneficial for individuals in accessing health care. And finally,
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Mabel shared she had experienced an increased level of support for nurses since the pandemic
started. Mabel shared that since the pandemic began, nurses had been offered confidential
support and the ability to reach out to talk about issues or problems they were having either
personally or in caring for patients. Mabel also shared she had not experienced this level of
support during her nursing career.
Considering the effect of the pandemic on nurses’ work environment, the findings of this
study were consistent with the literature. Nurses work in stressful environments, and exhaustion,
stress, burnout, and compassion fatigue need to be priority concerns for nursing leaders. Previous
studies explored the importance of addressing and improving the support nurses received as they
worked in health care; the pandemic has heightened this need (Leng et al., 2021; Tokac &
Razon, 2021). Researchers identified that long work hours, fear for the lack of PPE, fear of
infecting others, isolation, and heavy workloads for nurses might increase the level of perceived
stress and trauma and further expose nurses to potential acute stress as well as to the potential for
developing PTSD (Leng et al., 2021). The significant stressors encountered by nurses in the
workplace need to be the focus of nursing leaders to address and prevent nurses from
experiencing trauma and developing psychological distress.
Implications for the Nursing Profession
This qualitative study revealed findings reflective of the participants' experiences of
being non-psychiatric nurses caring for patients with psychiatric illness. All participants in this
study identified multiple barriers in providing care for people with mental illness in a nonpsychiatric setting. The implications from this study are presented along with recommendations
for clinical practice to support non-psychiatric nurses caring for this vulnerable population.
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Safety and Suicide Prevention
A major contribution of the current study to the literature was the study finding of a lack
of trained staff available in the ED for carrying out one-to-one monitoring for patients who were
suicidal or who were exhibiting danger to themselves or others. The current study identified that
ED nurses did not have the staff available to assign and delegate one-to-one monitoring for
patients who were at risk of suicide or self-harm. All participants working in the ED shared that
they did not have access to trained staff to carry out one-to-one monitoring to keep patients with
mental illness safe. Participants also discussed physical environmental barriers to safety in the
ED setting. Consistent with the literature, ED nurses must have the resources needed in order to
monitor patients at risk for suicide or self-harm behaviors and to ensure the patient remains safe
in the environment (TJC, 2018a). Although several participants shared the practice of placing a
patient with mental illness near the nurses’ desk in the ED and having security staff monitor the
patient for safety, this posed a safety risk in the event the nurse and security staff were needed
elsewhere. Participants in the current study shared that no one-on-one staff were available in
most instances in the ED.
Lack of Mental Health Resources:
Housing in the Emergency
Department
The current study revealed significant issues of the inability of ED staff to locate an acute
psychiatric bed to transfer patients to who needed further psychiatric treatment, long wait times
in the ED, and ED beds being taken by patients who are medically stable but needing psychiatric
treatment. The issue of housing patients with mental health issues while awaiting an acute
psychiatric bed posed significant stress on the ED system, caused further time constraints, and
interfered with the care of other patients in need of medical care. Housing patients with mental
illness in the ED also resulted in a delay in psychiatric treatment for patient with mental illness.
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Physical environmental safety was addressed by most participants in the current study who
worked in an ED, with participants sharing their concern that the patient might use physical
objects in the patient room to harm themselves (Innes et al., 2014). The ED setting is designed
for the provision of immediate medical care and although patients with mental illness might
require immediate medical care, the prolonged wait time in the ED awaiting a psychiatric
treatment facility further exposed the patient to a potentially unsafe environment and a lack of
psychiatric treatment in the ED.
In a qualitative study by Marynowski-Traczyk and Broadbent (2011), researchers
presented ED nurses’ experiences in caring for patients with mental illness. MarynowskiTraczyk and Broadbent indicated that without more community mental health resources, the ED
might be the main option for patients and community mental health clinicians when the patient is
exhibiting acute symptoms of their illness and other resources are not available. Hanna shared an
experience of not being able to locate a community resource for a patient withdrawing from
alcohol. Due to lack of resources, patients with mental illness are often taken to the ED by
ambulance, which might have been avoidable if community mental health services were
available in rural areas.
Lack of Mental Health Resources: Need
for Psychiatric Clinical Experts in the
Non-Psychiatric Setting
Another significant finding of the current study was that no participant working on a nonpsychiatric unit had access to psychiatric clinical experts for support or guidance in caring for
patients with mental illness. One participant in this study indicated they had the support of a
psychiatric nurse consultant on the psychiatric unit, although she did not have access to clinical
psychiatric experts for non-psychiatric units. Another participant indicated they could contact a
psychiatrist for help with patients with mental illness, although they also did not have clinical
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experts available for nurses who needed support or guidance in the care of those with mental
illness. Nurses and nursing leaders need to take an active role in educating legislators and
policymakers on the need for improved funding for psychiatric services and the significant issue
resulting from using the ED as an entry point for mental health treatment. Plant and White
(2013) found ED nurses identified the need for psychiatric consultants to be available to help
problem solve with patients in the ED and to provide support for the care of these patients. Plant
and White also indicated that findings in their study showed ED nurses relied on psychiatric
consultants to help them care for patients with mental illness and this support was important to
them as they worked to improve the safety and quality of care provided.
The current study brought to light strategies that would help non-psychiatric nurse nurses
implement safe management for patients with mental illness. Findings in this study indicated
clinical psychiatric specialists and nurse educators need to be available to support nonpsychiatric nurses in caring for patients with mental illness 24 hours a day, seven days a week.
The implications of the current study included adopting recommendations from research
conducted by Innes et al. (2014) as a model for the United States in developing protocols for
placing interdisciplinary mental health clinicians in non-psychiatric facilities to help nonpsychiatric nurses manage care for patients with mental illness. Innes et al. recommended an
interprofessional approach for on-site psychiatric clinical experts as resource persons for
supporting nurses and staff in the specialized clinical skills and interventions needed to provide
safe, effective care for patients with mental illness. Innes et al. also recommended improved
education specifically designed to focus on the management of care for patients with mental
illness and redesigning the ED to provide environmental safety for this population. Redesigning
care for patients with mental illness in the non-psychiatric facility aligns with the IOM’s (2011)
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key message of nurses working as a full partners in the healthcare team, and to be part of the
changes needed to improve the safety and quality of care for persons with mental illness in nonpsychiatric settings. Improving the safety of care for patients awaiting transfer to a psychiatric
facility by implementing policies and protocols for providing clinical psychiatric experts
supports care for patients with mental illness in the non-psychiatric medical setting.
Ongoing Training for NonPsychiatric Nurses
A significant finding in the current study was the lack of ongoing training and education
for non-psychiatric nurses caring for psychiatric patients. The literature indicated training and
education for non-psychiatric nurses are essential in helping the nurse develop skills and
competencies in caring for this population (Plant & White, 2013; TJC, 2018a). Nursing
education provides a foundation for psychiatric nursing care but ongoing education and training
for practicing non-psychiatric nurses are needed to address the needs of nurses. The findings in
the current study revealed ongoing training for non-psychiatric nurses was not provided on a
routine basis at the medical facility even though accreditation standards of TJC (2018a) indicated
this training is essential. According to the National Patient Safety Goal for suicide prevention
(TJC, 2018a), standards are in place requiring training, skills, and abilities for keeping patients
safe in a non-psychiatric setting regardless of the unit to which the patient is admitted. All
participants in this study related the lack of education and training in the acute medical setting
for skills in psychiatric nursing and caring for the patient with mental illness. The Joint
Commission (2018a) also addressed specific safety training with regard to mitigating the risk of
harm to the patient from environmental safety risks, and that training must be provided and
ongoing to ensure staff have the knowledge they need to provide safe care and physical safety.
Providing ongoing training for all non-psychiatric nurses in acute medical facilities supports the
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care for diverse populations and improves the overall care of all patients in a medical setting.
Supporting the non-psychiatric nurse in identifying the needs of patients with mental illness and
then being able to use the ongoing education and training to put in practice the skills needed to
improve care for patients with mental illness would strengthen the ability of non-psychiatric
nurses to provide safe, therapeutic, and appropriate nursing interventions to care for this
population. Participants in the current study indicated a need for ongoing training and education
in the areas of safety and suicide prevention, communication and therapeutic relationship, deescalation and management of aggression, legal implications, psychotropic medication, and
addiction and withdrawal.
Advocating for Patients with Mental
Illness
The current study presented significant implications for the profession of nursing in
increasing the advocacy for patients with mental illness who are receiving care in nonpsychiatric settings. The findings of the current study specifically identified the need for
increased awareness and advocacy for patients with mental illness and for the nurses who care
for these patients in non-psychiatric settings. The current study revealed extensive and
significant barriers for nurses in providing safe and therapeutic care for this population as well as
the need to address the barriers through system changes on a wide scale in medical facilities in
the United States to improve safety and care for those with mental illness, and to support the
nursing workforce in caring for the population.
Advocacy for non-psychiatric nurses in receiving training and education in caring for
patients with mental illness in the workplace is essential (Plant & White, 2013). Findings in the
current study revealed non-psychiatric nurses working in medical settings lacked the ongoing
training and education necessary to care for this population. Participants in this study shared
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feelings of being unsupported in their professional nursing role as a non-psychiatric nurse
responsible for the care of patients with mental illness. Advocacy for training and education in
caring for patients with mental illness would provide support and education for non-psychiatric
nurses. Providing ongoing training and education for non-psychiatric nurses might help nurses
understand the effect of SMI on persons affected, understand the chronic nature of SMI, and
understand the symptoms, medications, side-effects, and challenges that are part of the chronic
nature of the illness (Marynowski-Traczyk & Broadbent, 2011). Other areas of advocacy
revealed in the current study were advocacy for improved mental health resources, addressing
the issue of housing patients with mental illness in the ED, advocating for the improvement of
safety in the non-psychiatric setting, and for training programs for nurses for implementing
telehealth.
Concern for the Implications of the
Coronavirus Disease-19 Pandemic
for Nurses
The current study findings identified that the COVID-19 pandemic affected nurses in
caring for patients and in caring for themselves. The conclusions of the current study indicated a
negative emotional impact on nurses working in an environment of constant worry and anxiety
over the pandemic’s effect on their patients, their patient’s families, and even for their own
families and loved ones. The pandemic challenged nurses in ways they had not previously
experienced. The implications of the study findings indicated non-psychiatric nurses needed
support to provide care for patients during the current pandemic. Consistent with the study
findings, Tokac and Razon (2021) reported in their survey of nurses' experiences during the
pandemic that compassion, fatigue, and symptoms of depression and anxiety were stressful for
the nurses and might have interfered with their work. Leng et al. (2021) indicated nurses were

174
experiencing emotional exhaustion and prolonged stress with implications of the need to provide
support in order to avoid the development of more severe stress reactions and PTSD.
Personal Stress and Distress from
Enforcing Visiting Restrictions
The participants in this study identified that the COVID-19 pandemic had challenged
them personally and professionally; several participants shared feelings of being distressed over
enforcing visiting restrictions that prevented the patients they cared for from having contact with
their loved ones. Several participants discussed the negative impact on their patients’ well-being
during the pandemic and one participant shared her experience of caring for a patient whose
family member who was not allowed to visit began to threaten to harm people at the facility. It is
essential that nurse managers and nursing administrators provide support for nurses working
during the pandemic and who might be under additional stress, even distress, due to being
required to prevent patients from having physical contact with their families and loved ones.
The current study brought to light the significant morally injurious situations nurses
might encounter during the COVID-19 pandemic. According to Hines et al. (2020), no study has
been conducted to quantitatively measure moral injury in healthcare workers due to the
pandemic. Hines et al. used a self-report survey to explore healthcare workers’ feelings of
distress and moral injury in a U.S. medical center at the beginning of the pandemic. Hines et al.
reported that findings of the survey indicated healthcare workers who participated in their study
reported moral injury comparable with service members exposed to a seven-month deployment
in a war zone. According to Hines et al., moral injury could be experienced by healthcare
workers and be a precursor to PTSD. Nurses need support and guidance on carrying out
visitation restriction policies as well as ongoing support to help nurses deal with the patient and
family and the loss of contact for the ill patient.

175
Support for Resources During the
Coronavirus Disease-19
Pandemic
During the pandemic, a lack of resources was identified by several participants. One
participant shared her experience of not being able to access an N95 mask during the night shift
and that the masks were locked up with no way for nurses to gain access. The study findings
indicated telehealth was a beneficial resource for nurses and providers who needed to be able to
communicate with mental health providers during the pandemic. Several participants shared that
telehealth services for providing mental health assessments became more accessible and
acceptable during the pandemic, allowing for the patient with mental illness to be assessed and
transferred to an acute psychiatric facility more expediently. Consistent with the study findings,
the literature addressed the importance for nurses to have proper PPE for the environment where
they were working and that fear of a lack of PPE contributed to the fear of being infected,
resulting in an increase in perceived stress and anxiety (Leng et al., 2021).
Support for Patients During the
Coronavirus Disease-19
Pandemic
The findings in the current study indicated that patients who were not diagnosed with
COVID-19 had also been affected by the pandemic with visiting restrictions being applied
regardless of COVID-19 status. Participants in this study shared their concern for patients who
had delivered their first or subsequent baby alone with no family support before, during, or after
the birth. Participants shared the visitor restriction policies instituted at the beginning of the
pandemic had been modified to allow some visitation with the family at the end-of-life. Mabel
shared that at the beginning of the pandemic, no one was allowed in the hospital to accompany a
pregnant woman who was in labor. Amelia shared that the only time visitors were allowed in the
ICU during the pandemic was if the patient was actively dying. Amelia stated that in the ICU,
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patients with COVID-19 were in their rooms alone with nurses being instructed to spend as little
time in the patient’s room as possible. Amelia had concern for the patient’s loneliness and the
impact of isolation on patients with mental illness. Participants working with non-COVID
patients also shared their concern for those who were isolated from families and elderly patients
declining due to the isolation even though there had been no change in their medical status
(Hines et al., 2020).
Emotional Support for Nurses During
the Coronavirus Disease-19 Pandemic
Several participants shared their concern for the trauma they were experiencing due to the
pandemic. Participants shared uncertainty and uncomfortableness in being trained in new
medical units due to the nursing shortage resulting from the pandemic. Participants also
described their own stress and even distress due to enforcing visiting restrictions that prevented
their patients from having physical contact with their families and loved ones. One participant
shared his concern that nurses were being traumatized due to the working conditions; his concern
was nurses would experience PTSD due to their experiences working as a nurse during the
pandemic. Several participants shared fear, grief, and exhaustion as they carried out their roles.
Another participant shared she saw many nurses with symptoms of burnout and compassion
fatigue and was concerned for patient care quality due to the hopelessness and exhaustion the
nurses felt. Several participants shared that working as a team with other professionals was
helpful to navigate care for patients during the pandemic.
Emotional support for nurses during the COVID-19 pandemic necessitated a focus on
psychological and clinical support in caring for patients during the pandemic (Leng et al., 2021).
Nurse leaders need to ensure nurses are receiving the education and support they need to be
successful in navigating the pandemic. Nurses need nurse leaders who are advocates for nursing
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education, for ongoing training after licensure, and for support for nurses transitioning into other
areas of health care during this healthcare crisis. Nurse leaders need to take an active role in
following up with the nurses working in the inpatient environment to find out what they need and
to support them in their role (Leng et al., 2021).
Adequate Training for Nurses During
the Coronavirus Disease-19 Pandemic
Several participants shared they felt they were adequately trained for caring for patients
during the pandemic and were unsure of further training that would have been helpful at the
beginning of the pandemic. One participant shared that when the pandemic began, the nurses
where she worked received information on many types of respirators, N95 masks, and nasal
swabs, all by email. Mabel shared her experience of receiving training on PPE and COVID
testing via email and videos with no face-to-face training, stating this type of training was
confusing and difficult to follow. Mabel shared that training on PPE and COVID-19 testing by
email and videos was not adequate and she did not feel she had had the training to care for
patients at the beginning of the pandemic. This study’s findings indicated a need for improved
training on the use of PPE, respirators, and COVID-19 testing procedures. Based on the findings
of the current study, nurses need in-person training on protocols in place due to COVID and
particularly in the case of personal safety equipment and procedures. As health care is being
delivered in person in acute medical settings, so should be training to keep healthcare workers
and patients safe. Leng et al. (2021) indicated the importance of nurses receiving support for the
emotional effect of the pandemic on their perceived level of stress, recommending disaster
preparedness training for nurses before assignment to high-stress areas. Although participants in
the current study confirmed they felt prepared in their nursing program for pandemics, the
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support for nurses during the current prolonged pandemic has not received the attention needed
in order to support nurses for the emotional and psychological impact of the pandemic.
Pandemic Silver Linings
Several participants shared their thoughts on the positive effects of the COVID-19
pandemic. The non-psychiatric nurses in this study shared their commitment to providing care
for patients during the COVID-19 pandemic. Participants described their concern for improving
their communication skills and developing rapport and trust with the patients in their care,
knowing the patients are isolated and frightened and the visiting restrictions resulted in
loneliness and potential depression. One participant in this study identified that she agreed to be
cross-trained on another medical unit due to the potential nursing shortage when nurses were
needed on COVID-19 units even though she did not feel comfortable doing so. According to
Leng et al. (2021), nurses transitioning to other units due to the shortage of nurses needed to care
for patients on the COVID-19 unit need to be trained for the psychological stressors of working
in a new area and for the clinical skills required in that setting. Leng et al. suggested skills
training and psychological support were necessary during nurses transitioning to new clinical
areas to address the support the nurse needs and to prevent trauma and threats to the nurse’s
mental health.
Participants shared putting themselves at risk daily and caring for patients while knowing
they could take COVID-19 home to their families. Considering the effect of the pandemic on the
nurse's work environment, the findings of this study were consistent with the literature. Nurses
work in stressful environments and exhaustion, stress, burnout, and compassion fatigue need to
be priority concerns for nursing leaders.
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Limitations of the Study
There were several limitations to this research study. The first limitation was the current
research study began five months into the COVID-19 pandemic. Significant stressors on the
healthcare system in general and on the nursing profession were explicitly evident. Nurses in
local hospitals were stressed, working without proper PPE, worried about their risk of infection,
and for the safety of themselves and their family members. The significant stressors encountered
by nurses in the workplace during the COVID-19 pandemic might have been barriers to nonpsychiatric nurses responding to the invitation to join the study. Nursing directors and managers
also might not have chosen to share the invitation to the study with the nurses at the healthcare
facility due to the significant stress the nurses were experiencing: increased patient care loads,
decreased nursing staff due to the opening of COVID units, increased stress, sleep disturbances,
burnout, exhaustion, and psychological distress (Nie et al., 2020). Previous studies explored the
importance of addressing and improving the support nurses received as they worked in health
care; the pandemic has heightened this need (Leng et al., 2021; Tokac & Razon, 2021).
Another limitation of the current study was the difficulty in securing participants who
were willing to join. The inclusion criteria included being a non-psychiatric nurse in the United
States who did not consider themselves skilled in caring for persons with mental illness and had
provided care for patients in a non-psychiatric setting. Inclusion criteria also addressed that the
participants had not had the researcher as a nursing instructor. The small sample size of eight
participants was sufficient for saturation, although a larger number of participants had been
expected. A more diverse sample might have increased the transferability of the study findings
(Patton, 2015). Seven of the participants were from the southcentral United States and one
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participant was from the northeast. In addition, seven of the participants were female and seven
participants identified themselves as white.
An additional limitation of this study was the findings of this qualitative study were not
generalizable as the variables were too broad (Patton, 2015). In qualitative science,
transferability or fittingness is used to apply the findings to other situations as determined by the
reader, not the researcher. According to Patton (2015), transferability is the responsibility of the
reader of the research where the reader could speculate, given enough information about the
study, whether the results could be applicable to another situation if the circumstances were
similar.
Another limitation of the current study was related to the paucity of participants who
joined the study who had worked in a medical-surgical environment. Collecting data from
medical-surgical nurses would provide information on the research questions from the
perspective of a general medical-surgical nurse. Due to the timing of this study, the COVID-19
pandemic might have been a barrier to non-psychiatric nurses choosing to join.
And finally, a limitation of this research study was the interview questions did not
address culture. Future research on discovering nurses' experiences of cultural implications in
caring for patients with mental illness would provide a greater understanding of this phenomenon
for the nursing profession. Visiting restrictions in force during the pandemic impacted usual and
customary cultural practices of family members being present in the hospital for patients who
were ill or hospitalized for the birth of a baby. One participant shared her concern for the visiting
restrictions and the cultural implications of having only one person present for the birth of a baby
in contrast to the accepted cultural practice for this patient of having multiple persons in the
delivery room.
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Recommendations for Future Research
The findings of this study revealed several areas of future research. A major finding in
this study was the lack of ongoing education on psychiatric nursing skills for non-psychiatric
nurses. Future research addressing non-psychiatric nurses’ experiences of training and education
in the workplace for psychiatric nursing skills might reveal more understanding of this
phenomenon for the nursing profession. A mixed-methods design using a survey and open-ended
questions to discover the training and education needs of non-psychiatric nurses would provide
essential data for the nursing profession, leaders in health care, and nursing education.
Another area of future research is investigating nurses' experiences of cultural influences
encountered while caring for patients with mental illness. Conducting phenomenological
research on the nurse's lived experiences of caring for persons with mental illness and the
cultural implications would support care for those with mental illness and provide data on
strategies to increase cultural sensitivity and culturally appropriate care. Improving
understanding of cultural implications would also inform the nursing profession of the
relationship between culture and stigma of mental illness, which is essential in informing the
nursing profession and the multidisciplinary team (Abdullah & Brown, 2011).
The findings from the current study revealed barriers in implementing one-to-one
monitoring for patients who posed a risk of suicide. Future studies designed to explore nonpsychiatric nurses' experience of implementing suicide interventions might help provide data for
nursing leaders in recommending ongoing education and training in the workplace for nonpsychiatric nurses. Future qualitative research on nurse's experiences with this phenomenon is
vital in informing the nursing profession on strategies to maintain safety and to address staffing
needs to protect patients from harming themselves.
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Conclusion
This research study explored non-psychiatric nurse's experiences of caring for persons
with mental illness in a non-psychiatric setting, yielding significant barriers to providing care for
this population. Despite the medical care received in a non-psychiatric setting, those with mental
illness require specialized care and interventions unique to this population to maintain safety and
therapeutic nursing care. Nursing leaders need to develop training programs for nurses in
collaboration with clinical psychiatric experts in order to provide ongoing education for nonpsychiatric nurses who are caring for patients with mental illness and for those who might be at
risk of suicide or harm to themselves or others. Non-psychiatric units are inherently dangerous
for patients with mental illness and non-psychiatric nurses are responsible for maintaining a safe
physical environment. Nursing administration needs to take the lead in advocating for increased
nursing staff to carry out one-to-one monitoring for suicidal patients and for psychiatric clinical
experts to provide support and guidance for non-psychiatric nurses.
Barriers to healthcare for persons with mental illness are related to the lack of mental
health services, lack of funding for mental health care, and lack of ongoing training and support
for non-psychiatric nurses. Findings in this study indicated that clinical psychiatric specialists
and nurse educators needed to be available to support non-psychiatric nurses in caring for
patients with mental illness 24 hours a day, seven days a week. Advocacy for patients with
mental illness and for non-psychiatric nurses caring for this population need to be addressed
through increasing awareness of the significant barriers and of the need for improved psychiatric
care in non-psychiatric settings. Improving the ability of non-psychiatric nurses to provide care
for this population would require enacting political awareness campaigns at state and national
levels and involving professional nursing organizations to increase the support at the legislative
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level for increased funding and management of the care for persons with mental illness. The
nursing profession could advocate for patients with mental illness and be instrumental in
effecting improved health care for this population. The need for increased staffing in emergency
departments to facilitate safe monitoring for patients who are suicidal or a harm to themselves is
imperative to provide safety as is providing ongoing training for non-psychiatric nurses in caring
for persons with mental illness. Addressing the need for clinical experts to serve as resource
persons and support systems in non-psychiatric facilities is essential to increase access to
psychiatric services while patients are in the ED awaiting transfer to a psychiatric facility.
Finally, the current study findings brought out the significant impact of the COVID-19
pandemic on nurses by illuminating the need for frequent and ongoing support in their role as a
healthcare professional. The current study findings indicated nurses were experiencing high
levels of stress, anxiety, fear, exhaustion, and burnout due to caring for patients during the
pandemic. The pandemic has caused trauma and distress for nurses and the psychological impact
of the last year on nurses has been tremendous. Nurses need ongoing support from nursing and
healthcare administrators and programs to support nurses at the local level. Findings of this study
revealed that nurses need ongoing support in their role of providing healthcare during and after
the pandemic as the current public health crisis has short- and long-term detrimental implications
for nurses. Nursing leaders need to recognize and mitigate the risk of acute and prolonged stress
reactions and, ultimately, the development of PTSD for nurses. Nurses are committed to the
practice of nursing and are continuing their commitment in the face of overwhelming stress and
challenges. In order to deliver optimal care to people with mental illness, nurses need to be
provided with ongoing education and support for their own personal mental health. Consistent
with the findings of this study, supporting the mental health of nurses living and working through
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the pandemic is paramount to helping nurses recover and develop coping skills to improve their
mental health and resiliency as healthcare professionals. The study findings also indicated that a
nurse’s responsibility to enforce visitation restrictions during the pandemic, even for patients
who did not have COVID-19, was a major stressor that might result in moral distress for the
nurse. This study’s findings indicated non-psychiatric nurses need support to cope with the stress
of caring for patients during the pandemic. The current study added to the literature on evidencebased research for nursing practice. Based on the study findings, recommendations for the
nursing profession related to the personal stress nurses are experiencing due to the pandemic.
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Invitation to Join a Nursing Research Study!!!
Purpose of the Study: To discover the experiences of non-psychiatric registered nurses in
providing care for persons with mental illness in a non-psychiatric setting, and to discover
experiences of caring for individuals with mental illness during the COVID pandemic.
Inclusion Criteria: Non-psychiatric registered nurses licensed in the U.S. who do not consider
themselves skilled in caring for persons with mental illness, and who have not had Debra Ollila
as a nursing instructor.
General Description: For this study participants will be asked to complete one virtual interview
with the researcher lasting 45-60 minutes via Skype or Zoom. The interview questions will be
related to the non-psychiatric nurses’ experiences in caring for persons with mental illness, and
experiences in caring for persons with mental illness during the COVID pandemic. One followup interview by phone may be requested to clarify responses.
Please click on the Qualtrics link below to read more, and to consider joining this study!!!
https://unco.co1.qualtrics.com/jfe/form/SV_09fayt1oVSNLr1z
About the Nursing Researcher, and Contact Information:
➢ Researcher: Debra S. Ollila, APRN-CNS, PMH-BC, MS, RN-BC, PhD Student;
University of Northern Colorado; School of Nursing; olli8068@bears.unco.edu
➢ This study will be used in writing a dissertation at the University of Northern Colorado.
All data collected for the study will be identified through the use of a pseudonym chosen
by the participant. No participant names or identifiable information will be used in any
part of the study or dissertation.
Your participation is greatly appreciated. If you know other nurses who meet the criteria to join
this study, please forward this Recruitment letter to them! If you have any further questions
about this study, please contact the researcher at olli8068@bears.unco.edu
Thank you for your time and consideration.

Debra S. Ollila
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Request for permission to post invitation on social media site:
Dear site administrators,
I am contacting you for permission to post an invitation to join a nursing study on your social
media site. I am in the PhD in Nursing Education program at the University of Northern
Colorado, and am currently completing my dissertation.
I would like to ask for volunteers to join this qualitative research study to discover nonpsychiatric registered nurses’ experiences of caring for persons with mental illness in nonpsychiatric health care settings. Also, I will seek to discover nurses’ experiences in caring for
persons with mental illness during the COVID pandemic.
Thank you for your consideration,
Debra S. Ollila, APRN-CNS, PMH-BC, MS, RN, BSN-BC, PhD Student
Social Media Invitation:

Invitation to Join a Nursing Study!!!
This is a call for volunteers for a study in order to discover the experiences of non-psychiatric
registered nurses in providing care for persons with mental illness in a non-psychiatric setting.
The study will also seek to discover nurses’ experiences of caring for individuals with mental
illness during the COVID pandemic.
Inclusion Criteria: Non-psychiatric registered nurses licensed in the U.S. who do not consider
themselves skilled in caring for those with mental illness, and who have not had Debra Ollila as a
nursing instructor.
General Description: Participants will be asked to complete one virtual interview lasting 45-60
minutes via Skype or Zoom. One follow-up interview by phone may be requested to clarify
responses. Please click on the Qualtrics link below to read more, and to consider joining this
study!!! https://unco.co1.qualtrics.com/jfe/form/SV_09fayt1oVSNLr1z
Researcher(s): Debra S. Ollila, APRN-CNS, PMH-BC, MS, RN-BC, PhD Student; University
of Northern Colorado; School of Nursing; olli8068@bears.unco.edu
Thank you for your consideration, Debra S. Ollila
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CONSENT FORM FOR HUMAN PARTICIPANTS IN RESEARCH
UNIVERSITY OF NORTHERN COLORADO
Title of Research Study: Non-Psychiatric Registered Nurses’ Perceptions of Caring for Persons
with Mental Illness in a Non-Psychiatric Setting
Researcher(s): Debra S. Ollila, APRN-CNS, PMH-BC, MS, RN-BC, PhD Student; University
of Northern Colorado; School of Nursing
Phone Number: (580) 399-0996
email: olli8068@bears.unco.edu
Research Advisor: Dr. Lory Clukey, PhD, PsyD, CNS, RN; University of Northern Colorado;
School of Nursing
Phone Number: (970) 980-5431
email: lory.clukey@unco.edu
Procedures: You are invited to take part in a research study to discover the experiences of nonpsychiatric registered nurses in providing care for persons with mental illness in a nonpsychiatric health care setting. The criteria for participating in this study is being a nonpsychiatric registered nurse licensed in the U.S. who does not consider themselves skilled in
caring for persons with mental illness, and has not had the researcher, Debra Ollila, as a nursing
instructor. If you consent to participate in this study you will be asked to provide demographic
information on Qualtrics@ https://unco.co1.qualtrics.com/jfe/form/SV_09fayt1oVSNLr1z:
current state of licensure, year first licensed as a registered nurse, level of nursing education, age
range, gender, race, ethnicity, settings worked as a registered nurse, additional education or
training in psychiatric nursing beyond general nursing education, and if you have a family
member or close friend with a serious mental illness. Those who consent to participate will be
asked to email the researcher a pseudonym in order to identify their demographic data and
interview transcript. Participants will be asked to participate in one audio and visually recorded
virtual interview lasting 45-60 minutes via Skype or Zoom. Examples of Interview Questions
presented during the interview:
• Describe any experiences you have had in providing nursing care for persons with mental
illness in a non-psychiatric health care setting.
• Describe any experiences you have had in caring for individuals suffering from mental
illness during the current COVID pandemic.
Procedures in order to maximize confidentiality: All participants will be identified only
through a pseudonym chosen by each participant. No participant names or identifying
information will be collected or used during any part of this study. All data, interview transcripts,
field notes, and the researcher reflective journal will be kept on a password protected computer
or in a locked filing cabinet during and after the study. All audio and video recordings will be
deleted immediately after the audio recording transcripts are verified and confirmed. The
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informed consent document will be stored by the research advisor in a password protected
computer for a period of three years after the study is completed.
There are no foreseeable risks or benefits for participants in this study, although a potential
discomfort of participating is anxiety and stress related to sharing experiences of caring for
persons with mental illness. There is no direct benefit for participating in this study, although a
potential benefit may be increased personal awareness due to reflection on experiences. Indirect
benefits may be discovered for the profession of nursing, nursing education, and for medical
facilities through the increased understanding of what non-psychiatric nurses and nursing
students need to care for persons with mental illness in non-psychiatric healthcare settings. There
are no costs or compensations for participating in this study.
Online Survey: Thank you for agreeing to participate in this research. Before you begin, please
note that the online data you provide on Qualtrics may be collected and used by Amazon as per
its privacy agreement. Additionally, this research is for residents of the United States over the
age of 18; if you are not a resident of the United States and/or under the age of 18, please do not
complete this survey. Qualtrics has specific privacy policies of their own. You should be aware
that these web services may be able to link your responses to your ID in ways that are not bound
by this consent form and the data confidentiality procedures used in this study. If you have
concerns you should consult these services directly.
Questions: If you have any questions about this research project, please feel free to contact
Debra S. Ollila at 580-399-0996 or olli8068@bears.unco.edu. If you have any concerns about
your selection or treatment as a research participant, please contact Nicole Morse, Research
Compliance Manager, University of Northern Colorado at nicole.morse@unco.edu or 970-3511910.
Voluntary Participation: Please understand that your participation in this research study is
voluntary. You may decide not to participate in this study and if you begin participation you may
still decide to stop and withdraw at any time. Your decision will be respected and will not result
in loss of benefits to which you are otherwise entitled.
Please take all the time you need to read through this document and decide
whether you would like to participate in this research study.
If you decide to participate, your completion of the research procedures indicates your
consent. Please keep this form for your records.
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Qualtrics Link: https://unco.co1.qualtrics.com/jfe/form/SV_09fayt1oVSNLr1z
Thank you for considering joining this nursing research study!!! Please read the attached
Recruitment letter and Informed Consent documents above. If you are unable to open the
Informed Consent or Recruitment letter please contact Debra S. Ollila @
olli8068@bears.unco.edu
Q1: Please respond “YES” below if you wish to consent to participating in this research study. If
you respond "YES" please complete the questionnaire and submit. (DO NOT provide any
identifying information in this questionnaire, no name, address, phone number, or place of
employment.)
If you do not wish to join this study you may opt out of participating by closing the online survey
and not responding to the demographic questionnaire.
**If you consent to participate in this study, a copy of this form will be sent to you to retain for
future reference.
Q2: Please provide a first name pseudonym which is not your actual name in order to identify
your demographics, interview data, and study findings:
Q3: Current state of licensure as a registered nurse:
Q4: Year first licensed as a registered nurse:
Q5: Level of nursing education:
Q6: Age range:
Q7: Gender:
Q8: Ethnicity:
Q9: Settings participant has worked in as a registered nurse:
Q10: Additional education or training in psychiatric nursing beyond general nursing education:
Q11: Do you have a family member or close friend with a serious mental illness:
After consenting to participate in the research study, please contact the researcher by email at
olli8068@bears.unco.edu in order to set up an interview via Skype or Zoom. In your email
please provide the pseudonym you chose in order to identify your demographic data, and to set
up an interview. DO NOT provide any personal identifying information in your email. DO NOT
provide your actual name, address, phone number, place of employment, or any other
identifying information in order to maximize your confidentiality. For the purposes of this study,
only the pseudonym will identify you and your data and interview information.
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Table 1
Demographic Description of Participants
Pseudonym

Years as
Registered
Nurse

Level of
Nursing
Education

Age
Range

Ethnicity

Settings
Participant has
Worked

Additional
Education in
Psychiatric
Nursing

Hanna

24

NP

50-59

White

ICU, PC,
PACU, ED, UC,
Surgery

None

No

Helen

8

ADN

30-39

White

ED

None

No

Amelia

19

Ph.D

40-49

White

ICU, LTC, MSU,
ED, RR,
Radiology

None

Family
Member

Jo

20

BSN

50-59

White

HO, School
Nursing, DC,
OMC

None

Family
member and
friend

Paul

10

BSN

40-49

White

ED, Peds, LTC,
HO, Geriatrics

None

No

Mabel

17

BSN

40-49

Black or
African
American

CCU, OB,
MSU, LTC,
HH, HO

None

Family
member

Olivia

17

DNP

40-49

White

None

No

Paisley

15

MSN

30-39

White

ED, ICU, OB,
OR, Nursery,
NE, NICU,
Admin
HH, HO, PP,
Surgery, ED,
Ortho, NICU,
NE, Admin

None

No

Note.
Level of Nursing Education
Associate Degree in Nursing (ADN)
Bachelors of Science in Nursing (BSN)
Masters of Science in Nursing (MSN)
Nurse Practitioner (NP)
Doctorate of Nursing Practice (DNP)
Doctor of Philosophy (Ph.D)
Settings Participant has Worked
Administration (Admin)
Critical Care Unit (CCU)
Diabetes Care (DC)
Emergency Department (ED)
Home Health (HH)
Hospice (HO)

Settings Participant has Worked
Intensive Care Unit (ICU)
Long Term Care (LTC)
Medical-Surgical Unit (MSU)
Neonatal Intensive Care Unit (NICU)
Nursing Education (NE)
Obstetrics (OB)
Operating Room (OR)
Orthopedics (Ortho)
Outpatient Medical Clinic (OMC)
Pediatrics (Peds)
Post-Anesthesia Care Unit (PACU)
Post-Partum (PP)
Primary Care (PC)
Recovery Room (RR)
Urgent Care (UC)

Family Member/
Close Friend with
Mental Illness
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Interview Guide
Introduction and Consent:
One-on-one interviews will be conducted in an online format using Skype or Zoom, and will be
visually and audio recorded. Participants will be asked to take part the interview in a quiet,
private area outside of the workplace:
• Interview will begin with an introduction by the researcher, and a description and purpose
of the study, research methods, and methods to maximize confidentiality.
• Researcher will review the informed consent document, and provide an opportunity
questions and clarification.
• Participants will be informed that they may choose to not answer any question posed by
the researcher, and that they may ask questions at any time during or after the interview.
• Participants will be given instructions that they may cease participating in the interviews
and in the study at any time and for any reason.
• Once the introduction is completed, participants will be asked all interview questions in a
semi-structured interview process lasting approximately 45 minutes to one hour in length.
Interview Questions:
1. Describe any experiences you have had in providing nursing care for persons with mental
illness in a non-psychiatric health care setting.
2. What is it like to be a non-psychiatric nurse caring for persons with mental illness?
3. What barriers have you experienced in caring for persons with mental illness in a nonpsychiatric health care setting?
4. How did your nursing education prior to graduation help prepare you to care for persons
with mental illness?
5. What education or training have you had after graduation to help you provide care for
persons with mental illness?
6. What support have you had after graduation to help you provide care for persons with
mental illness?
7. Based on your experiences in caring for persons with mental illness, what further
preparation or training do you believe would help you provide care for this population?
8. Describe any experiences you have had in caring for individuals suffering from mental
illness during the current COVID pandemic.
9. How has the COVID experience affected you emotionally?
10. Do you feel that you have had adequate training for what you were asked to do during the
COVID situation?
Follow-up Question at the end of Interview:
Researcher will ask current participants to forward the recruitment letter to other nurses who
they believe have experienced the phenomenon, and who may meet the criteria to join the
study.
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Table 2
Summary of Themes
Theme

Sub-Themes

1. Barriers to Care

Lack of Mental Health Resources
Lack of Psychiatric Treatment in the ED
Challenges in Rural Healthcare Settings
Keeping Patients Safe
Providing a Safe Physical Environment
No Quiet Place
Patient Vulnerability
Mental-Physical Comorbidities
Substance Use
Family Presence in ED

2. Factors Confounding Adequate Treatment

Communication and Therapeutic Relationship
Time Constraints
Fear and Anxiety
Stigma of Mental Illness

3. Support Needs for Non-Psychiatric Nurses

Clinical Experts
Support from Non-Psychiatric Providers and Healthcare
Team Members
Support from Hospital Security, Local Police, and Sitters
Support from Leadership and Administration

4. Education and Training Needs

Advocacy Training
Specialized Training in Psychiatric Intervention Skills
Telehealth

5. Nursing Education Implications

Pre-Licensed Nursing Education
Post-licensure Education Need
Specialized Skill Development:
• Advanced Therapeutic Communication Strategies
• De-escalation and Management of Aggression
Techniques
• Updates on Legal Implications
• Psychotropic Medication Updates
• Addiction and Withdrawal Treatment

6. COVID-19 Experiences

Impact of Visiting Restrictions
Lack of Resources
Pandemic Emotional Impact on Patients
Emotional Impact on Non-Psychiatric Nurses
Personal Stress and Distress from Enforcing Visiting
Restrictions
Coping Skills: Trying to find a Balance
Educational Needs
How Far Are We Willing to Go?
Pandemic Silver Linings

